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DIE BEHANDELING VAN KINDERS MET CHRONIESE ASMA* 


"N PROEFNEMING MET DRIE VERSKILLENDE METODES 
ANDREW B. Murray B.Sc., M.B., Cu.B. (KAAPSTAD), M.R.C.P. (Epin.). D.C.H. 
Departement Pediatrie, Karl Bremer-hospitaal, Bellville, K p.** 


Die definisie van *n chroniese asmalyer wat algemeen aan- 
yaar word, is dat die persoon vir minstens 3 maande al 
asma het. en dat hy in die 3 maande voor studie nooit 
langer as 2 weke sonder asma gewees het nie.’ Die 
kriteria van chronisiteit, wat gewoonlik by _volwassenes 
gebruik word, word hier op kinders toegepas. 

Al die kinders met chroniese asma wat behandel is by 
die Allergie-kliniek van die Karl Bremer-hospitaal, sedert 
stigting “‘n jaar gelede, word ingesluit. Daar was altesaam 
6 sulkes. Eintlik het almal minstens 2 jaar lank asma 
gehad, behalwe ’n baba van 8 maande. Haar bors het al 
sedert die ouderdom van 3 weke amper onophoudelik 
gefluit. Die gevalle was almal blankes en het of bewyse 
van allergie gehad, Of ’n familiegeskiedenis daarvan, of 
beide. Almal het reeds intensiewe en verlengde behande- 
ling van hul private praktisyns, of by die buitepasiénte- 
afdeling van die hospitaal ontvang, of beide. 

Daar was te min gevalle vir ‘n deeglike gekontroleerde 
proefneming, dus is 3 verskillende behandelings agtereen- 
volgens aan elkeen toegedien — soos ook gedoen is met 
al die ander asmatiese kinders by die Allergie-kliniek. 


METODE 1 


Die roetine-behandeling, wat gebruik word deur ’n ervare 
pediater,” is vir ongeveer die eerste maand toegepas. Dit 
bestaan uit die profilaktiese toediening van medisyne 
tweemaal elke dag, al fluit die kind se bors nie. Die 
doepat wat gebruik is, is die brongoverwyder, cholien 
teofillinaat (,choledyl’), en die kalmeermiddel, meproba- 
maat (,equanil’). Cholien teofillinaat, 50 mg. tweemaal 
per dag, is aan babas toegedien, 100 mg. tweemaal per dag 
vir klein kindertjies, en 100 mg. driemaal per dag vir die 
grootste kinders. Vir al die pasiénte is dieselfde hoeveel- 
heid meprobamaat gebruik, nl. 200 mg. tweemaal per dag. 
Aan die end van die tydperk is die ma gevra vir hoeveel 


_* Lesing gelewer tydens die Vierde Jaardag van die Mediese 
Skool van die Universiteit van Stellenbosch en die Karl 
Bremer-hospitaal, Bellville, Kp., op 8-9 September 1960. 


** Huidige adres: Children’s Hospital, 300 Longwood 
Avenue, Boston 15, Mass., USA. 

+ Alhoewel die gebruik van die woord doepa vir die Eng. 
drug nog enigsins ligsinnig klink, word dit reeds gebruik in 
verband met bv. perde wat ,behandel’ of ,gedoepa’ word. Tog 
het die woord ’n paar taalkundige voordele; dit is kort, dit 
is ‘n s.nw. (n doepa), dit is "n ww. (=iemand doepa), hy is 
gedoepa (drugged), en dit pas goed in samestellings: ‘n 
doepa-verslaafde, ens. 

Die Taalkomitee van die Geneeskundige Skool van die 
Universiteit van Stellenbosch het tentatief voorgestel om die 
woord te gebruik, en die skrywer van hierdie artikel verkies 
om dit te gebruik. 
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ure die kind se bors gefluit het. Die volgende grafieke 
bewys dat ‘n aansienlike verbetering in die meerderheid 
van gevalle verkry is, maar nie in almal nie. Die nadele 
van dié behandeling is dat dit alleenlik simptomaties is, 
dat verslawing aan meprobamaat kan voorkom,* en dit is 
ook bewys dat hoe langer meprobamaat gebruik word, hoe 
minder doeltreffend dit word.‘ Daarom sou _ spesifieke 
behandeling verkiesliker wees as dit net so doeltreffend is. 


METODE 2 


Met dié metode kry die kind sy eie slaapkamer, en dit 
word volgens Glaser® se metode stofvry gemaak. Die ma 
kry ‘n gedrukte lys bevele wat uitgevoer moet word. Sy 
moet die kamer heeltemal leegmaak, asof die familie ver- 
huis. As daar ingeboude kaste is, moet sy hulle ook leeg- 
maak en uitskrop, en met ,sellotape’ toeplak. Alle houtwerk 
in die kamer en die vloere moet sy deeglik skrop en 
dan moet die vloer met olie of was gesmeer word. Die 
kamer moet alleen ‘n enkele ysterbed en ’n eenvoudige 
houtstoel bevat. Hulle moet ook afgeskrop word voordat 
hulle ingebring word. Die kussing en matras moet liefs 
van sponsrubber wees, maar as sy dit nie kan bekostig nie, 
moet die gewone matras en kussing minstens met lug- 
digte plastiese slope oorgetrek wees. Geen uiters harige 
komberse of verekomberse moet gebruik word nie. Die 
lakens en komberse moet gereeld gewas word, en die 
tapyt en gordyne moet ook weekliks gewas word. Elke 
dag moet sy die kamer skoonmaak en eenmaal per week 
sorg dat dit nog heeltemal stofvry is deur die vloer, 
meubels, deur- en vensterrame en die vensterbanke met 
‘n klam lap of olielap af te vee. Die stof moet nooit los 
uitgevee of met ‘n droé lap afgestof word nie. Na die 
lug goed deurgetrek het, word die vensters en deure toe- 
gemaak totdat die kind gaan slaap. Die kamer word net 
vir slaapdoeleindes gebruik. Die pasiént trek hom in ’n 
ander kamer uit, waar hy sy klere ook hou. Alleen speel- 
goed van wasbare hout, rubber, of yster word toegelaat, 
en natuurlik geen diere nie. 

Die ma word aangeraai om stof dwarsdeur die huis te 
vermy, en gereeld ’n stofsuier oor haar meubels en vioere 
te gebruik. Daar word natuurlik nie skoongemaak terwyl 
die pasiént in die huis is nie. Alle stowwe wat skerp ruik, 
soos insekdodende spuitmiddels, reukwater, motbolle, nat 
verf, kanfer, petrol, ens. moet liewer nie gebruik word 
nie. 

Met dié metode is medisynes net gebruik indien nodig. 
Die ma is aangeraai om die pasiént onmiddellik in die bed 
te sit sodra sy sien dat die bors wil toetrek. Hy kry dan: 

1. Elke vier uur (a) 1°, efedrien neusdruppels, (b) mist. 
efedrien et fenobarb, een teelepelvol, en (c) ,antisan’ 


4 
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elikser ; 1 teelepelvol vir babas en kleuters, en 2 vir ouer 
kinders. 


2. Elke 12 uur: Een aminofillien setpil, 7 mg. per kg. 
liggaamsgewig. 

Hierdie metode het geduur tot die desensitisasie-stelle 
gereed was. 


METODE 3 


Die metode is dieselfde as die tweede, maar hier word 
inspuitings vir binnehuidse desensitisasie ook gegee. Die 
toetsstof teen inasem-allergene, en die behandelingstelle, 
wat opgestel is soos aangedui deur die toetse, is die gewone 
wat verkry is van die W.N.N.R. Die inspuitings is vereers 
tweemaal per week gegee, daarna weekliks, en later elke 
2 weke. 


BEPALING VAN VORDERING 


By elke besoek is vordering volgens die ma se verslag 
beoordeel. Somner, Rogan en Grant® deel die uitslae van 
behandeling in 3 klasse: Bevredigend, redelik, en onbe- 
vredigend. Gevalle word as bevredigend beskou wanneer 
die pasiént gedurende 75°, van elke 4-week tydperk van 
ernstige asmatiese aanvalle verlig word, en waar hy sy 
lewenswyse kan hervat wat voorheen weens chroniese asma 
onmoontlik was. Die uitslag is redelik wanneer besliste 
dog minder indrukwekkende verligting verkry is. Die uit- 
slag is onbevredigend waar die verligting nie beter is as 
wat met gewone metodes verkry word nie. 


Geval 1 


L. de W., 'n 9-jarige meisie, is een van die eerstes wat die 
kliniek bygewoon het. Haar behandeling is begin voor die 
3-stadium proef al in gebruik was en, ongelukkig, voor dit 
besef was hoe belangrik dit is om binnehuidse sowel as krap- 
veltoetse te doen. Sy het asma al 24 jaar lank gekry en haar 
bors het die afgelope nege maande elke dag gefluit. Volgens 
haar skoolrapport is sy elke maand gemiddeld 7 dae afwesig. 
Aan die begin het sy bevredigend gevorder toe haar slaap- 
kamer stofvry gemaak is, maar in die derde maand het sy 
192 ure asma gekry, ten spyte van cholien teofillinaat en 
meprobamaat wat bygevoeg is. Haar eerste inspuitingstel is 
opgestel volgens die uitslae van die kraptoetse alleen, en het 
nie huisstof ingesluit nie, Na ’n bevredigende aanvangsperiode 
het haar bors weer vir ure aaneen begin fluit. Binnehuidse 
toetse is toe gedoen, en dit is gevind dat sy +-+ op huisstof 
reageer. Huisstof-allergeen is dus in haar nuwe behandelingstel 
ingesluit. Nie alleen het haar asma-ure elke maand bevredigend 
verminder nie, maar ook haar gewig, wat tot dusver konstant 
gebly het, het skielik 5 Ib. binne 2 maande opgeskiet. In 
Desembermaand het sy 24ste in die klas gestaan, maar nou 
staan sy eerste. (Afb. 1.) 


Geval 2 


P.C., ’n 9-jarige seun, se gereelde 338 asma-ure elke maand 
is deur cholien teofillinaat en meprobamaat tot 8 uur ver- 
minder, en verder na 14 ure toe sy kamer stofvry gemaak is. 
Sy gemiddelde maandelikse aantal asma-ure is met inspuitings 
nog 14 uur, maar sy gewig, wat voorheen konstant gebly het, 
het met 4 Ib. binne 2 maande vermeerder. Met sy eerste 
besoek was hy ‘n bleek, sieklike kind, maar nou het hy ‘n 
gesonde, gelukkige seun geword, Voorheen was hy elke maand 
gemiddeld 6 dae uit die skool afwesig, maar van die begin 
van die behandeling af was hy nog nie een dag afwesig nie. 
(Afb. 2.) 
Geval 3 

I.D., ‘n 5-jarige dogtertjie, is met ‘n aanval van stuipe 
hospitaal toe gebring: die stuipe was vermoedelik aan haar 
asma te wyte. Terwyl sy cholien teofillinaat en meprobamaat 
gekry het, het sy geen asma gehad nie, maar toe dit onttrek 
is, het haar bors aaneen gefluit. Met die stofvry-maak van 
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haar kamer het haar asma opgehou. Kort na daar met haar 
inspuitings begin is, het haar bors eenkeer gefluit, maar sy 
het geen verdere moeilikheid gehad nie, en in die afgelope 
7 maande het sy 9 pond in gewig opgetel. (Afb. 3.) 


Geval 4 


M. van E., ’n 54-jarige seun, het ’n grafiek wat amper met 
die vorige een ooreenkom. (Afb. 4.) 


Geval 5 


M.T., ’n baba van 8 maande, is op die leeftyd van 2 weke 
van die bors afgehaal. ’n Week daarna het sy asma gekry en 
dit het ononderbroke voortgeduur. Met cholien teofillinaat en 
meprobamaat was sy amper ontslae daarvan, maar sodra die 
medisyne onttrek is, het haar bors weer toegetrek. Die vel- 
toetse het gewys dat sy erg allergies is vir koeimeik. Die 
koeimelk is dus met sojamelk vervang, en haar bors het toe 
a oop gebly. By 2 geleenthede is haar ma aangesé om 

haar koeimelk te gee. Sy het dit met genot gedrink, maar na 
die eerste paar mondevol het sy by albei geleenthede ’n kwaai 
asma-aanval gekry. Dit kan nie met sekerheid vasgestel word 
wat haar latere aanvalle van asma gepresipiteer het nie, maar 
die ma het al meer as een keer die 3-jaar-oud broertjie betrap 
terwyl hy haar brood en kaas gee. (Afb. 5.) 
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24-jarige seuntjie, kan mens alleen beskou as gedeelte- 
lik pehasdct omdat sy ma nog nooit hul kamer ordentlik 
stofvry kon maak nie. Hy en sy ouers slaap en woon in ‘n 
enkele kamer-woonstel. Sy ma het die stof soveel moontlik 
probeer verwyder, maar dit is nog hoegenaamd nie stofvry 
nie. Dit is merkwaardig dat cholien teofillinaat en mepro- 
bamaat geen uitwerking op sy asma gehad het nie. Dit skyn 
tog dat selfs met die oortrek van sy kussing en met die 
poging om die stof te beheer hy vereers groot voordeel daar- 
uit getrek het. Dit het egter nie so gebly nie —en ten spyte 
van _gereelde inspuitings is dit maar ’n ,redelike’ uitslag, en 
nie ’n ,bevredigende’ uitslag soos by al die ander gevalle wat 
die voordeel van die volle behandeling gehad het nie. Daar 
is nogtans ‘n goeie toename in gewig. (Afb. 6.) 
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UITSLAE 


Waar cholien teofillinaat en meprobamaat profilakties 
gegee is, was daar | onbevredigende uitslag, 1 was redelik, 
en die res was bevredigend. Waar die slaapkamer stofvry 
gemaak is en behandeling gegee is alleen waar nodig, was 
daar 1 redelike uitslag en die res bevredigend. Wanneer 
die regte desensitisasie ook by gegee is, is ‘n bevredigende 
uitslag in alle gevalle verkry. Dit is nogal interessant om 
te merk dat al die stelle huisstof moes bevat. 

Die doeltreffendheid van die 3 metodes kan ook op ’n 
ander manier vergelyk word (Afb. 7). Met die 4 gevalle 
by wie al 3 metodes toegepas is, was die gemiddeide asma- 
ure as volg: Met die gewone behandeling wat hulle 
voorheen gekry het, het elkeen se bors gemiddeld 421 
ure per maand gefluit. Aanhoudende behandeling met 
cholien teofillinaat en meprobamaat het dit tot 32 ure per 
maand verminder. Met ‘n stofvry slaapkamer en behande- 
ling vir aanvalle alleen, was dit 23 ure per maand, en 
wanneer desensitisasie ook bygedoen is, het dit gemiddeld 
tot 10 ure per maand gedaal. Die aandag word weer daarop 
gevestig dat al die kinders se gewigtoename bo normaal 
was. 


OPSOMMING EN GEVOLGTREKKINGS 


Ses kinders met ernstige chroniese asma is bestudeer. 
Daar is gevind dat 1 hoogs allergies is vir koeimelk, en 
‘n ,bevredigende’ uitslag is verkry toe die melk met soja- 
boonmelk vervang is. Die ander was almal allergies vir 
huisstof, onder andere inasemstowwe. Drie verskillende 
behandelings is agtereenvolgens vir hulle toegedien. Te oor- 
deel aan die aantal asma-ure per maand skyn spesifieke 
metodes, d.w.s. stofvrymaking van die slaapkamer en 
desensitisasie-inspuitings, nie alleen wensliker te wees nie. 
maar ook meer doeltreffend as simptomatiese behandeling 
met daaglikse profilaktiese medisynes. Met volle spesi- 


fieke behandeling was die gewigstoename van al die 
kinders bo normaal,”’* en geen skooldae is meer verloor 
nie. 


Die reeks behoort net as ‘n voorlopige proef beskou te 
word en geen vaste gevolgtrekkings is geregverdig nie. 
Tog lyk dit asof aan die meerderheid van selfs die mees 
strawwe gevalle van asma, wat algemeen as hopeloos aan- 
vaar word, aansienlike verligting gegee kan word. 


SUMMARY 


Six children with severe chronic’ asthma were studied. One 
was found to be highly allergic to cow’s milk, and the 
substitution of soyabean milk for this proved satisfactory.* 
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The other 5 were all allergic to house dust, and some of 
them to other inhalent allergens as well. Three differen; 
forms of treatment were tried on each. 

The first consisted of giving continuous prophylactic 
choline theophyllinate (‘choledyl’) and meprobamate 
(‘equanil’). In the second method of treatment the child 
was given a dustfree bedroom,” and medicines were given 
only when an attack threatened. The third method of 
treatment was the same as the second, with the addition 
of intradermal desensitization injections. These 3 methods 
were adequately carried out in 4 patients. Continuous 
prophylactic therapy gave ‘satisfactory’ results in 3 and 
‘fair’ in 1, and reduced the average hours of wheezing per 
month from 521 to 32. 

With the dustfree bedroom (method 2), there were also 
3 ‘satisfactory’ results and 1 ‘fair’ result. The average hours 
of wheezing were 23 per month. 

Where desensitization was given in addition, a ‘satis- 
factory’ result was obtained in every case, and the average 
hours of wheezing were further reduced to 10 per month 

Adequate dustfreeing of the bedroom was impossible in 
the case of the fifth child, because the whole family lived 
in a single room. Continuous medication with choline 
theophyllinate and meprobamate made no difference to 
his asthma —an ‘unsatisfactory’ result. In spite of in- 
adequate dustfreeing, a ‘fair’ result was obtained with 
desensitization injection therapy. This single failure to 
achieve a ‘satisfactory’ result would seem to emphasize the 
importance of a dustfree bedroom. 

On full therapy all children had an above-average weight 
gain,” and no days of school, were missed. 

This series should be regarded only as a preliminary 
study and no definite conclusions would be justifiable. It 
is reported for the purpose of showing that even children 
with the most severe asthma may not be so hopelessl\ 
unamenable to treatment as is commonly thought. 

Ek dank Dr. R. L. M. Kotzé, Mediese Superintendent, Kar! 
Bremer-hospitaal, Bellville, Kp. vir toestemming tot publikasie 
van die gevalle. Ek wil ook graag my dank uitspreek teenoor 
prof. F. J. Ford en dr. W. H. Opie vir hul advies by die 
opstel van dié artikel. 
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THE SOUTH AFRICAN MEDICAL CONGRESS, 24 - 30 SEPTEMBER 1961, CAPE TOWN 
HOTEL ACCOMMODATION 


The Forty-third Medical Congress of the Medical Association of 
South Africa will be held in Cape Town from 24 to 30 September 
1961. Information regarding the Congress is published at regular 
intervals in the Journal. Although it is still relatively early, members 
who intend coming to Congress are requested to send in their 
Intention Forms as soon as possible. 

Prospective visitors to the Congress are also requested to bear 
in mind that hotel accommodation in Cape Town is somewhat 
limited and that they should make the necessary reservations well 


in advance of Congress. The Travel Bureau of the South African 
Railways has been appointed the official agent in this connection. 
Members are requested to contact their local agents who have 
been extensively circularized in this respect. In the small platteland 
towns the nearest station master will handle the matter. 

Make your reservations now in order to avoid disappointment. 
In the event of any difficulty, please write to Dr. J. C. Coetzee, 
Convener, Accommodation Sub-Committee, 43rd South African 
Medical Congress, P.O. Box 643, Cape Town. 
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Suid-Afrikaanse Tydskrif vir Geneeskunde : South African Medical Journal 
VAN DIE REDAKSIE : EDITORIAL 


GENEESHEER EN VLIEGTUIG 


Die onlangse artikel van Majoor Horak in hierdie Tydskrif* 
vestig opnuut die aandag van die geneesheer op nog ‘n 
wind van verandering’ wat ook oor die geneeskundige 
wereld waai, nl. die wind van die spuitvliegtuig. Hoewel 
die meeste geneeshere nie onmiddellik gemoeid is met ruimte- 
vlugte, orbitale- en ontsnappingsspoed nie, mag hy wel te 
eniger tyd in aanraking kom met pasiénte wat lugvervoer 
nodig mag hé. In 1960 het 402,308 passasiers deur Jan 
Smuts-Lughawe gegaan, °n respektiewelike vermeerdering 
van 16°% en 22% op die voorafgaande twee jaar. Hiervan 
het 243,406 op binnelandse roetes gereis.2 Hieronder was 
sekerlik ook siek mense of mense wat aan die herstel was. 
Moontlik was daar ook ’n hele paar met angina of onlangse 
miokardiale infarksie. 

Wat sou u byvoorbeeld sé vir ’n pasiént met ’n onlangse 
miokardiale infarksie of emfiseem, of ’n vrou tydens swanger- 
skap as sy *n viug vir vakansie of besigheidsdoeleindes 
beplan en u advies inwin? Dit mag nodig wees om ’n pasiént 
met anemie, leukemie, of ’n pasiént wat onlangs ’n operasie 
gehad het, na ’n beter toegeruste sentrum vir spesiale be- 
handeling te vervoer. Dit is soms nodig om te oorweeg of 
kommersiéle, private, of ambulans-vliegtuie gebruik moet 
word. 

Selfs met drukgekontroleerde passiersruim bly die druk 
nie konstant nie. Die Douglas DC-7 kan byvoorbeeld see- 
viakdruk in die kajuit hou tot op ’n hoogte van 12,500 voet, 
maar daarna verminder die kajuitdruk sodat op ’n hoogte 
van 25,000 voet die gesimuleerde hoogte in die kajuit oor- 
eenkom met ’n hoogte van 8,000 voet. Hierdie syfers verskil 
van vliegtuig tot vliegtuig.* 

Schwichtenberg e.a.* gee die volgende algemene oor- 
wegings aan om die geneesheer te help in sy advies aan die 
pasiént. (a2) Hoe nodig is die reis. Vir *n persoon met ‘n 
tydelike siekte mag dit verkieslik wees om die reis tydelik 
uit te stel. Die erns van die toestand en die dringendheid 
van die vlug moet teen mekaar opgeweeg word. (5) Baie 
passasiers vlieg oor sakeredes of vir vakansie, en die beperkte 
tuimte bring hulle in kontak met die sieke. Die pasiént 
word van sy privaatheid beroof en sy mede-reisigers mag 
ontstel wees deur sy siekte. (c) Sommige vliegtuie het nie 
druk-kajuite nie, en in so ’n geval is die hoogte waarop 
gevlieg word van groter belang. (d) Hoe moet hy na en van 
die vliegtuig vervoer word? Kan hy loop, moet hy gedra of 
per draagbaar gaan? Is ’n ambulans nodig op die einde van 


sy reis? (e) Moet spesiale voorsiening vir suurstof tydens 
die reis getref word? ( /) Moet ’n verpleegster of geneesheer 
hom vergesel? (g) ‘n Ononderbroke vilug is gewoonlik ver- 
kieslik vir siek pasiént. 

Angina is nie ’n kontra-indikasie nie tensy ruspyn voorkom. 
Sulke persone moet liefs met suurstof reis en ’n genoegsame 
voorraad nitrogliserien. Die meeste interniste voel dat ’n 
miokardiale infarksie ten minste ses weke oud moet wees 
voordat ’n pasiént ’n lugreis onderneem, terwyl sommige 
’n periode van 6 maande verkies of ten minste eers nadat 
die E.K.G. gestabiliseer is. 

Pasiénte met emfiseem is swak risikos aangesien die meeste 
selfs by seevlak hipoksies is. Die gasverstrikking vergroot 
die risiko van hipoksie namate dekompressie plaasvind. 

Pasiénte wat ’n lobektomie of pneumonektomie gehad 
het, is ook swak risiko-passasiers in die eerste 3 maande 
na die operasie. 

In gevalle met anemie moet die hemoglobien verkieslik 
60°%% of hoér wees, of die rooiseltelling moet meer as 3 
miljoen wees. Suurstof moet in elk geval beskikbaar wees. 
Leukemie-lyers moet verkieslik ’n bloedtransfusie voor die 
vlug ontvang. 

Diabetiese pasiénte met ’n neiging tot seesiekte moet 
vooraf piille neem om dit te bekamp. Die insulien dosering 
word soos gewoonlik gehandhaaf, maar hulle moet ook 
suikerklontjies saamneem vir moontlike hipoglisemie indien 
swak eetlus en vomering tot dié komplikasie mag lei. 

Swanger vrouens staan ’n vlug goed voor 8 maande, 
maar as miskrame of voortydse geboortes voorgekom het, 
is *n vlug gewoonlik nie raadsaam nie. 

In die eerste tien dae van sy lewe is ’n baba se asemhaling- 
stelsel te onstabiel om ‘’n vlug aan te raai. 

Die bevinding van die Amerikaanse leér in 1949 was dat 
elke vervoerbare pasiént per lug vervoer kan word mits 
nougesette voorsorg getref is.* Amerikaanse syfers toon 
dat sterftes op kommersiéle vliegtuie ongeveer een per elke 
twee miljoen passasiers voorkom*—’n rekord wat met die 
huidige toedrag van padongeluksyfers hierdie vorm van 
vervoer sekerlik baie veilig maak. 


. Horak, J. (1960): S.Afr. T. Geneesk., 34, 1117. 

Die Burger, 5 Januarie 1961. 

. Schwichtenberg, A. H., Luft, U. C. en Stratton, K. L. in Gordon, B. L. (red.) 

Clinical Cardiopulmonary Physiology. 2e Uitg. Grune & Stratton: 
ondon. 


THE COMMONWEALTH OF MEDICINE 


The question is frequently asked these days whether we are 
to expect any change in our relationship with our colleagues 
overseas as a result of other changes so prominent in the news. 
Will we, it is asked, still have reciprocity with the United 
Kingdom and the other countries with whom relations have 
been cordial in the past? 

Those who ask these questions seem to have overlooked the 


15 April 1961 


fact that we are doctors and that, as we are true to our calling, 
we recognize no barriers of race, colour, creed or sex in our 
dealings with our patients or our colleagues in the practice of 
medicine. 

Reciprocity does not depend on barriers which may be set 
up by others, but is largely dependent on the quality of 
medicine practised. Thus one may have reciprocity which 
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recognizes the graduates of one or other medical school in a 
country, but cannot extend the same privilege to the graduates 


of other schools. There may be other factors which apply if 


the arrangements were to be truly reciprocal. Graduates 
seeking registration in a country with which an agreement is 
in force should be able to do so without any handicap that 
would not also apply in reverse. Some time ago it was realized 
that there was a difference in the conditions prevailing 
between registration in the United Kingdom and the Union, 
and when the matter was referred to the Association it proved 
to be unanimous in its desire to see the anomaly removed. 

It is for this reason that the South African Medical and 
Dental Council at its most recent meeting strongly recom- 
mended to the Honourable the Minister of Health that the 
‘domicile clause’ in the regulations governing registration in 
the Union be deleted at this session of Parliament. Such a 
clause does not appear in the regulations of countries with 
which we have had reciprocity in the past and the sooner it is 
removed, the better it will be. 

The United Nations Organization, being a gathering of 
governmental bodies, must inevitably become concerned with 
the politics of the various governmental bodies that comprise 
it. As a profession we must strive to see that we do not become 
similarly involved in our dealings with our colleagues in other 
lands. Representatives of the many national Medical Asso- 
ciations present at the 14th General Assembly of the World 
Medical Association in Berlin last September, showed their 
awareness of this danger in their concerted opposition to 
Cuba when that country attempted to introduce what were 
condemned as ‘politics’ into the debates. So great indeed was 
the opposition to this attempt that the Cuban delegation 
walked out of the meeting, perhaps to cover their confusion. 

As citizens of a country we have a duty to perform as 
individuals, and whatever our personal feelings may be we 
must steer clear at all costs as a profession of anything that 
savours of partisanship. 

Medicine is international and the doctor is a citizen of the 
world. Even though our daily lives may be set in the narrow 
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surroundings of a cottage hospital in a suburb or on a lonely 
mission station, it is as well that we should remember that we 
belong to a profession that seeks to serve the people of the 
world even though our membership of the profession may tie 
us to a very small part of it. 

In South Africa we are proud of the fact that we are a 
founder member of the World Medical Association and also 
that we have been represented at all the meetings of the 
Commonwealth Medical Conference. We are proud of our 
tradition of medical education which was founded on the 
tradition of the British Medical Schools and we are proud, 
too, that our Association sprang from original branches of 
the British Medical Association. We have an agreement of 
affiliation with the British Medical Association and the 
Canadian Medical Association, and these are links which we 
cherish. 

As an earnest that these links still hold, we quote from a 
letter received from the Medical Director of the Common- 
wealth Medical Advisory Bureau: 

‘Since the Commonwealth Medical Advisory Bureau was 
first opened very many doctors from South Africa have availed 
themselves of its services each year, and through it the 
British Medical Association has been able to give a welcome 
to those who have visited the United Kingdom. 

‘On the first of June the relationship between our two 
countries is to be altered and I am afraid some of your 
members may have doubts about getting in touch with the 
Bureau. I wish therefore to send you an assurance that they 
will continue to be very welcome to any services that the 
Bureau can supply, and that I hope they will not hesitate to 
write to me if they are considering coming here or if they 
think I can give any advice or information. 

‘I should be most grateful if you can give some publicity 
to my letter among your members.” 

As an Association we welcome this assurance although we 
have never doubted that our colleagues would continue to 
look upon us as we would wish to look upon them—partners 
in a calling that knows no barriers. 


AN EXPERIMENT IN INDUSTRIAL REHABILITATION 


D. I. Guturie, M.B. Cu.B. (CApE Town) 


Assistant Medical Officer, African Explosives and Chemical Industries Lid., Somerset West, Cape 


The objects of rehabilitation are many and varied and 
are interpreted in different ways, so that it is advisable to 
define what is meant by it in a particular context. For 
the purpose of this paper I am using E. A. Nicoll’s inter- 
pretation: 

‘The object of rehabilitation is to cure or reduce 
disability resulting from trauma or illness so that the 
injured or ill person is enabled to return to his ordinary 
work in the industry in which he is employed or, failing 
that, to alternative work in the same industry.” 


HISTORICAL SURVEY 
Pioneer Work 


Sir Robert Jones is rightly considered by both British® 
and American orthopaedic surgeons* as being the founder 


of rehabilitation. He was the first, in his fracture service 
for workmen constructing the Manchester Ship Canal 
between 1887 and 1894, to introduce the idea of organized 
treatment of injuries. In the words of Frederick Watson, 
‘it was like a rehearsal in miniature for what was then 
a cloud not even the size of a man’s hand’. 

In the military orthopaedic centres established during 
World War I, it was again Sir Robert who introduced 
curative workshops, the most famous of which was 
founded at the Hammersmith Hospital, Shepherd's Bush, 
London, in 1916. Forty-three years ago, Sir Robert Jones, 
‘the greatest man in orthopaedic surgery’ (to quote Sir 
Walter Mercer’), wrote the following explanation of the 
meaning of rehabilitation in his Notes on Military Ortho- 
paedics,® thus setting a standard which the profession as 
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well as employers of manpower have. even today, been 
able to achieve in relatively few instances: 

‘In the orthopaedic centre the patient finds his fellows 
busily engaged in employments in which they are doing 
something useful. In the Military Orthopaedic Hospital 
at Shepherd's Bush, out of 800 patients. 500 are employed 
at some regular work which fosters habits of diligence 
and self respect. 

‘When the preliminary stages of operative and surgical 
treatment are over, there is a steady gradation through 
massage and exercises to productive work. If the patient’s 
former trade or employment is a suitable one, he is put 
to use tools he understands, otherwise some occupation 
suitable for his disability and curative in character is 
found for him. 

‘Men with stiff ankles are set to drive a treadle lathe 
or fretsaw. If put on a treadle exercising machine the 
monotony soon wearies the mind, but if the mind is 
engaged, not on the monotony of foot work but on the 
interest of the work turned out, neither mind nor body 
becomes tired. 

‘Those of us who have any imagination cannot fail to 
realize the difference in atmosphere and morale in 
hospitals where patients have nothing to do but smoke, 
play cards, or be entertained, from that found in those 
where for part of the day they have regular. useful and 
productive work. 

‘Massage and exercise is no longer mere routine: it 
all fits in and leads up to the idea of fitness to work and 
earn a living.” 

Rehabilitation in North America 


Between the wars there was a remarkable lack of 
interest in practical rehabilitation. In the USA acts were 
introduced which aimed primarily at vocational counselling 
and training with no provision for physical restoration 
or reducing physical disabilities. A few rehabilitation 
centres were established before 1920, but practically none 
between 1920 and 1940." With the advent of World War 
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II, more centres were opened, but even in 1958 the 100 
centres in the USA were concentrated in 26 states, the 
remaining 22 having none. 

In Canada the world-famous Workmen’s Compensation 
Centre at Malton, Ontario, began in a single room in 
Toronto in 1933. It expanded steadily, including occupa- 
tional therapy in 1935, but it was only in 1947 that a 
residential centre was established on its present site.’ The 
value of this centre is borne out by the fact that in 
Ontario only 3-77°% of injuries covered by compensation 
are permanent. In New York the figure is 35 - 40 


Rehabilitation in Britain 


In Great Britain, in 1925, Sir Robert Jones had the 
disappointment of seeing Shepherd’s Bush revert to a Poor 
Law Hospital. In the same year, however, H. E. Moore 
established the Railway Rehabilitation Workshop at Crewe 
under the Midland and Scottish Railways.’ Most of his 
patients with fractures had been treated elsewhere and 
were seemingly incapable of improvement. Yet of 165 
consecutive patients of this type, 115 were returned to 
their former employment after an average period of 17 
days in the centre. Of his work, the Editor of the British 
Medical Journal wrote: “This work provides the strongest 
possible argument for the establishment in every industrial 
area of rehabilitation centres where graduated occu- 
pational and recreational therapy may prepare workmen 
for the stresses of heavy manual work instead of doing 
light work which is so often unavailable and unavailing’. 

Others continued to extend the scope of rehabilitation. 
notably H. E. Griffiths at the Albert Dock Hospital, 
Greenwich, and Alexander Miller, who in 1935 established. 
at Motherwell, the first rehabilitation centre for injured 
miners. There he succeeded in rescuing 80°, of injured 


Lancanshire miners threatened with permanent disability. 
E. A. Nicoll founded a residential centre for miners at 
Berry Hill Hall, Mansfield. 

World War II once again brought the need for rehabili- 
tation to the fore and the Royal Air Force played a 


Fig. 1. Workmen's accident and rehabilitation centre, Johannesburg. Patients at work in the remedial workshop. Most 


of the work done is carpentry. 


Fig. 2. Industrial rehabilitation centre. Johannesburg. A non-ambulant tetraplegic patient in a wheel-chair bending 
figure-of-eight hooks in a jig designed to give work therapy. 
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dominant réle in this work under the direction of Sir 
Reginald Watson-Jones who had earlier been associated 
with Miller in the Miners’ Welfare Commission. From 
Miller’s pioneer scheme and those of the RAF grew the 
whole international concept of rehabilitation as we know 
it today. 

1943 saw the establishment at Egham’ of the first 
rehabilitation unit supplying an industrial area and by 
1958 there were 15 such units.*® 1943 also saw the founding 
of the workshop at the Austin Motor Works in Birming- 
ham, to be followed by centres at the Vauxhall Motor 
Works at Luton in 1945 and at the works of Platt 
Brothers, Oldham, in 1946. 


The Position in South Africa 

In South Africa industrial rehabilitation has progressed 
slowly but surely. In 1953 a non-profit company known 
as the Rehabilitation Association for Injured Workmen 
was formed.** This Association established the Workmen’s 
Accident and Rehabilitation Centre, originally in the Colin 
Gordon Nursing Home and later in the Brenthurst Clinic. 
Clarendon Circle, Johannesburg. Here, full rehabilitation 
services are provided for workmen from the time of 
injury until they are fit to work again. Remedial work- 
shops, where carpentry is the chief trade practised (Fig. 1). 
are provided, but there is no organized disposal of the 
manufactured products. By June 1959, 1,000 in- and out- 
patients had passed through the centre. 

On 1 April 1957, the Department of Labour started 
a pilot industrial rehabilitation centre at Springfield in 
Johannesburg in the same grounds as the Sheltered 
Employment Factory.’* This centre caters for the less 
severely disabled males and females who can be placed in 
jobs after their course of treatment which lasts, as a 
rule, not longer than 3 months. This is a purely outpatient 
establishment in which the patients make accessories for 
the Sheltered Employment Factory (Fig. 2) and are given 
physiotherapy and vocational counselling. In the first 2 
years 106 patients were admitted to the centre. 


AIMS OF A REHABILITATION CENTRE 


As I have mentioned, the aim of any industrial rehabili- 
tation centre is to restore the injured or ill workman to 
his normal life and working efficiency as fully as possible 
and as soon as possible. 

It is believed that this can best be achieved by giving 
the patient useful work to do while carrying out the 
necessary exercises needed for full recovery. Elaborate 
physiotherapy departments are best avoided; preferably 
the patient should continue doing his own job on the 
plant, but there he lacks medical supervision. Light duty 
is condemned for the same reason ; it can so easily become 
a scrap heap for partially disabled men.* 

The ideal is a centre such as is found at the Vauxhall 
Motor Works, Luton. There men perform their tasks 
under medical supervision in a specially constructed work- 
shop,"* where the normal factory machines are adapted 
to provide the exercises required by the injured worker. 
At the same time the machines are used for their normal 
purposes, e.g. a single spindle drill press, which can be 
widely adapted, is the most useful machine of all. Work- 
men at the Vauxhall centre are paid their full basic salary 
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and a bonus. They work a full day, but rest is permitted 
when necessary and sedentary work is available for 
medical cases. Two engineers trained in occupational 
therapy run the centre under medical direction. 

Stewart’* claims that every factory of more than 7,500 
men should have its own rehabilitation workshop and 
should be able to give full vocational training as well, 
Combined centres for smaller organizations are recom- 
mended. 


AFRICAN EXPLOSIVES AND CHEMICAL INDUSTRIES 
REHABILITATION CENTRE 


It may seem very ambitious for a comparatively small 
factory such as the African Explosives and Chemical 
Industries factory at Somerset West to attempt to establish 
a rehabilitation centre. When 3 long-term patients with 
lumbar-disc lesions spent 842 days off duty in 1 year. 
I was convinced that an attempt at providing a rehabilita- 
tion service should be made. 

Certainly there were no other facilities available in the 
Hottentots Holland area (where the factory is situated), 
nor in Cape Town itself, 30 miles away. Long-term cases 
stayed at home, attending the physiotherapist once or 
twice a week, but contributing nothing positive to their 
improvement. Africans, not allowed in the housing com 
pound unless fit for duty, languished in the wards until 
completely well. 

It was under these circumstances that the Vauxhall 
Rehabilitation Film was shown at the factory in December 
1956 by Dr. Martin Singer. This excellent film made 
such an impression that it was decided gradually to build 
up a small experimental centre at the Somerset West 
factory. 

The object was to provide a small workshop under 
strict medical control, in which employees of all grades 
and colour could perform tasks useful to the organization 
and. at the same time, hasten their recovery. 

The essential requirements of such a centre are as fol- 
lows: (1) a suitable building, (2) suitable productive jobs. 
(3) the cooperation of employees and management, (4) the 
necessary machines and tools, (5) staff. (6) limited 
physiotherapy equipment, and (7) sufficient members to 
justify the centre. 


Establishment of the Centre 


We were fortunate in that the hospital bulk store 
(Fig. 3) occupied one room (30 feet by 30 feet) of a 
wartime corrugated iron hut, which was more than 
adequate for its needs. By a ruthless pruning of redundant 
stores and records, we were gradually able to move into 
this place without too many questions being asked. 

The cement floor of this building had a central well ; 
the roof was pitched, with no ceiling. Since the centre 
was not officially recognized and had no funds, machines 
had to be begged or borrowed. A sewing machine was 
the first acquisition and with this the first patient was 
able to sew together ‘vynide’ strips, which provided a 
lining for the walls and a ceiling for the roof. Next 
followed a bicycle lathe, then a punch, and so, little by 
little. the centre progressed in spite of many difficulties 

The whole idea was so new to South African industry 
that the men and their unions had to be convinced they 
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Fig. 3. View of the corrugated hut where the rehabilitation 
centre at the African Explosives and Chemical Industries 
factory is housed. 
were not giving the company something for nothing. They 
had to be persuaded that their hard-won agreements were 
not being carelessly or dangerously circumvented. Further- 
more, the rules of the Sick Fund state that no member 
may do work of any sort while drawing from the Fund! 

Lastly, there was the attitude described by Samuel 
Butler in The Way of all Flesh: ‘IT reckon being ill is one 
of the greatest pleasures of life provided one is not too 
ill and is not obliged to work until one is better’. 

The management were also dubious because (1) they 
were afraid the centre might become a convalescent home 
for ‘crocks’, (2) it was felt the factory was not big enough 
to support a centre, and (3) the types of jobs available 
at the factory did not lend themselves to production in a 
centre of this type. 

Furthermore, it is hard to elicit support for a project 
in which, according to Kenneth P. Duncan,” ‘it is impossi- 
ble to prove financial gain’. 

Factory Jobs 

The factory has approximately 3,000 employees, made 
up of 2,000 African, 800 European and 200 Coloured 
persons. It produces primarily explosives and secondarily 
acids and chemicals, fertilizers, supported and unsupported 
plastic sheeting and paints. There are no repetitive jobs 
such as rivetting brake linings or bending copper piping 
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for motor cars. Such engineering jobs as there are, are 
predominantly for maintenance purposes. 

In order to find suitable jobs, a search was made of 
the factory and every job analysed in terms of use to 
the centre. It is quite remarkable how supervisors shrink 
from the possibility of work being taken from them! 


It was necessary, too, to analyse the types of injuries 
and illnesses commonly encountered in this factory. While 
the Vauxhall factory reports 60°/, hand injuries** most of 
ours are leg, back and arm injuries. 


Running the Centre 


Staff was a problem. An engineer with a good deal of 
common sense and an understanding of his fellow men 
is needed to run a centre such as this. He must be able 
to adapt machines to the needs of individual patients and 
at the same time persuade the reluctant and often 
suspicious patient that all that is being done is worth while 
and for his own good. Upon his ability and enthusiasm 
to get this message across must depend the success, or 
otherwise, of the centre. 

Admission to the centre has, in the past, been voluntary 
except in factory accident cases and this has, on the 
whole, worked well. The patients do not receive special 
pay as they work only from 8 a.m. to 12 noon. 

For 24 years the centre grew up without supervision 
other than that supplied by the medical ojficers. This 
difficult task was made easier by the help of the Appren- 
tice Supervisor and the engineering department as a whole. 
Most of the alterations to the centre were done by 
apprentices and many of the adaptions and alterations of 
machines were carried out by pupil engineers (Figs. 4 - 6). 

Now, 34 years after the first patient signed the register 
on 19 March 1957, it can be said that the employees have 
been convinced of the worth of the scheme and that the 
management and the directorate have backed it to the 
extent of allocating funds for expansion and for the 
salary of a pensioner as a part-time supervisor. 

The centre has now been extended to include an 
adjoining room, thus enabling separate physiotherapy 


facilities to be provided and new machines to be erected. 
Table | lists the types of machines, 


their actions and 


Fig. 4. Old drill adapted for cutting jointing and gaskets. It provides arm and shoulder exercises. 
Fig. 5. A punch found on the scrap dump. Rotary movement of the ankle is required to release the clutch so that the 


punch can be operated. 


Fig. 6. This guillotine has been converted so that the clamp works by leg action and the blade by hand action. 
Resistance can be added to make this either light or heavy work. 
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TABLE I, MACHINES USED AT CENTRE, WITH ACTIONS AND 
ARTICLES MADE 
Type of machine Action Articles 
1. Sewing ma- Ankle 


Aprons, fly- 


chine (treadle) 
swatters, etc. 


Sewing ma- 
chine (pedal) 
3. Bicycle lathe 
4. Bicycle jute 
winder 


te 


Ankle and leg 


handles, etc. 
Rolling jute from 
one roll to 


Leg exercises File 
Leg exercises 


another 
5. Envelope Rotary ankle Punches holes in 
punch exercises envelopes 
6. Hand drill Arm and shoulder Cutting jointing 
7. Drill press Arm and shoulder Stamping A.E. & 


C.1. trademark. 
Drilling holes in 
flanges 

Cutting samples. 

Cutting paper 
Wire handles for 

(1) brushes, (2) 

fly-swatters 
Welding various 

articles. 
the articles which can be made on them. In addition. 
there are, of course, bench tools, and it is hoped to provide 
a press for back and shoulder exercises. 

Articles produced, in addition to those mentioned in 
the table. include: Telephone directory covers, sun visor 
sets, letter and tape carriers, and plaster boots based on 
the Vauxhall pattern. The plaster boots have proved a 
great success and enable patients to walk normally and 
return to work very early. 

Finally. a great deal of work has gone into the centre 
itself. e.g. painting, making tables, shelve doors, jigs for 
machines, etc. 


8. Guillotine Arm and foot 


9. Wire turner Rotation forearm 


10. Plastic Leg 
welding 


TABLE UH, PATHOLOGY OF PATIENTS VISITING THE CENTRE, WITH 
AVERAGE NUMBER OF VISITS 


Pathology No. of Average number 
patients of visits 

Back injuries 22 16 
Menisectomies 20 28 
Knee injuries 23 9 
Fracture — dislocations 3 40 
Crushed hands 1 75 
Minor injuries 21 5 
Medical conditions 15 16 
Paresis 3 59 
Postoperative 7 13 

Total 125* 29 


Of the 125 patients, 88 were off duty (inpatients) and 37 on duty (out- 
patients) 


Table I! shows the type of patients attending the centre 
and the approximate number of visits. It has been found 
that patients after menisectomy have returned to work 
more quickly and with less postoperative disability since 

SOUTH AFRICAN 
Members of the Medical Association, who intend travelling 
to Cape Town to attend the 43rd Medical Congress on 
24 - 30 September 1961, will be interested to learn that the 
South African Railways offer reduced-rate Excursion 


Fares from all Provinces to all Provinces between 15 Sep- 
tember and 10 October 1961. 
The basis is ordinary return fare less 25 


and tickets 
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the centre has been open. These figures are by no means 
conclusive evidence that we are getting patients back to 
work more quickly, but the patients certainly are physically 
much fitter than at a comparable stage in the past. 


CONCLUSION 


The major difference, in my opinion, between this centre 
and the Vauxhall one — ignoring the discrepancy in size — 
is that those employees attending the Vauxhall centre are 
considered to be back at work whereas ours are still off 
duty. Until such time as this position can be remedied. 
the workshop will not have achieved its object. 

I do, however, feel that this centre may prove to the 
sceptical that industrial rehabilitation is possible even in 
small units. It is certainly a practical proposition in areas 
where a group of factories could combine to provide the 
service or where a private organization could do the same 
thing. This, I believe. will be done in Cape Town in the 
near future. 

SUMMARY 

The history of industrial rehabilitation is reviewed with 
particular reference to the work of Sir Robert Jones and 
other pioneers in Great Britain. Mention is made of the 
work of the Workmen's Accident and Rehabilitation 
Centre and the Industrial Rehabilitation Centre, the 2 
pioneer schemes in South Africa. This is followed by a 
description of the centre which was started at the Somerset 
West Factory of African Explosives and Chemical 
Industries in 1957. with special reference to the difficulties 
encountered. 

I wish to thank Dr. J. Dalton, Chief Medical Officer of the 


Company, for permission to publish this paper, Dr. T. S. 
Eddy, my immediate superior, for his help and encourage- 
ment, the management for their patience and forbearance 


and, above all, the employees for overcoming their suspicions 

and helping to make the centre a success. I must also thank 

all those who sent me slides and photographs. Fig. | is repro- 

duced by permission of the Department of Medicine, Univer- 

sity of the Witwatersrand. Fig. 2 appeared in ‘Rehabilitation 

in South Africa’, and I thank the editor for permission to 

reproduce it here. 
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will be valid to complete the journey within one month of 
commencement of the forward journey. From 1 April. 
1961, also, the holders of four or more return rail-tickets 
will be able to rail their car at a 50° reduction in 
charges, e.g. to rail a car from Johannesburg to Cape Town 
under this scheme will cost R9.50 instead of R19.00. 
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OCCULT PROLAPSE OF THE CORD* 


A REVIEW BASED ON A PERSONAL SERIES OF 14 CASES 
E. A. STRASHEIM, M.Sc., M.B., Cu.B.. M.D.. Pretoria 


Every obstetrician has had the bewildering and frustrating 
experience of sudden, unaccountable foetal death before 
or during labour in a woman whose pregnancy had been 
normal in every respect up to that time. 

Whenever no real or apparent cause can be found, 
compression of the cord must be considered a likely 
aetiological factor. However, it will usually remain un- 
discovered unless the embarrassment of the foetal circu- 
lation makes Caesarean section necessary. 

What does the term ‘occult prolapse of the cord’ 
signify? It can be interpreted either as a condition where 
the cord is at. or near, the lower uterine segment, but 
not within reach of the fingers during ordinary vaginal 
examination, or as a condition where the umbilical cord 
can undergo compression without being palpable or visible 
through the cervix. In this condition of ‘occult prolapse’ 
the cord. technically speaking, has not prolapsed, since it 
remains above the presenting part. For this reason some 
authorities object to the term ‘occult prolapse of the 
cord’. Maxwell’ is of the opinion that the term does not 
adequately describe the actual problem and that it is 
therefore superfluous and confusing. He also prefers the 
longer but more descriptive term ‘foetal distress due to 
compression of the funis’. 

We are not concerned here with true prolapse or pre- 
sentation of the cord or with the fore-lying cord, since 
in these conditions the cord is either visible or palpable 
through the cervix. 

Various authors admit to the practical impossibility of 
determining the true incidence of occult prolapse, but all 
maintain that it must be much higher than the figures 
usually given. I fully agree with this view, since the con- 
dition is sll far too often completely ignored or forgotten 
in the differential diagnosis. Various authors give the 
range of incidence as from 0:2% to 0-99. In my series 
of 14 cases the incidence was 1-5%. 

Although the condition is therefore not very common, 
it is stll sufficiently frequent and the foetal end-results 
are generally so poor, that it should always be an 
important subject for consideration. Diddle and O’Connor 
found that 4-8" of 663 consecutive foetal deaths were 
due to compression or injury of the cord. 

There were 2 foetal deaths in the present series of 
l4 cases: a mortality of 143% which compares very 
— with the usual figures ranging from 24°, to 
5-8 


AETIOLOGY 


Most authors maintain that, in contradistinction to cases 
of true prolapse, the presentation in occult prolapse is 
usually a well-engaged vertex. This was not my experience, 
since this was so in only 3 of the 14 cases in this series. 


*Paper presented at the Ninth Interim Congress of the 
South African Society of Obstetricians and Gynaecologists 
(M.A.S.A.), Johannesburg, April 1960. 


In a further 8 cases the vertex was also the presenting 
part, but its level was anywhere above the ischial spines. 
Possible aetiological factors include: a very long cord, 
low implantation of the placenta, repeated external versions 
and abnormal presentation (3 of the present series of 
cases). In the large majority, however, no real cause can 
be found and the condition is probably due to an un- 
fortunate but fortuitous set of circumstances which bring 
the cord into a position where it can undergo com- 
pression. 

Parity is usually of no consequence and the state of 
the membranes or the cervical dilatation is not a factor. 
This is again in marked contrast to the condition of true 
prolapse or presentation of the cord. The only real 
relation between true and occult prolapse is that the 
cord may be compressed in both, although the circum- 
stances surrounding the compression are different and, 
generally speaking, compression will occur at a later 
stage in cases of true prolapse. 

Since there are no findings which are diagnostic of a 
compressed cord, except at Caesarean section where the 
relationship of the cord to the presenting part and the 
pelvis can be seen, occult prolapse can only be deduced 
as the cause of foetal distress after obvious causes such 
as pathological labours, maternal anoxia or placental 
conditions have been excluded. However, any case of 
foetal distress for which no demonstrable cause can be 
found, should lead to the suspicion of a cord undergoing 
compression. 


DIAGNOSIS 


This raises the problem of foetal distress and the question 
whether such a state exists and/or whether it can be 
diagnosed. Although some authorities query such a state, 
there is no doubt whatever in my own mind that real 
foetal distress in utero does occur and also that it can 
undoubtedly be diagnosed. Diagnosis should, however, 
not depend solely on one single sign or feature. 


Marked slowing of the foetal heart, especially if there is 
also an associated irregularity, is one of the most reliable 
signs of foetal distress (a foetal heart rate consistently 
above 160 per minute should also never be ignored). If 
foetal bradycardia is associated with meconium-stained 
liquor amnii, it may not perhaps be pathognomonic of 
funic compression, but it must be regarded with verv 
grave suspicion. Where foetal-heart irregularities are 
associated with a clear liquor amnii, compression of the 
cord is unlikely, but I still feel that these irregularities 
should alert one to watch for pending foetal distress. A 
similar state holds where meconium-stained liquor with- 
out an abnormal foetal heart rate is present. Under such 
circumstances there should be frequent auscultation of 
the foetal heart. Where the presentation is still high, Cope* 
has pointed out that special attention should be paid to the 
foetal heart rate. He maintains that marked slowing of the 


of the 

th of 

\pril. 
ckets 

n in 


312 S.A. MEDICAL JOURNAL 


foetal heart during a contraction or when the presenting 
part is pushed into the brim, should always call for a 
careful vaginal examination, if mecessary under an 
anaesthetic. He states that the index finger should be 
inserted along the side of the head and neck; this may 
facilitate the diagnosis of either a tight loop of cord 
round the neck, or a cord draped over the shoulders or 
lying alongside the head. Inability to feel the cord does 
not, however, exclude the condition. 

I should like to emphasize two features which I feel 
are so characteristic that the presence of both can be con- 
strued as an indication of occult prolapse with the cord 
undergoing compression. This means imminent danger of 
foetal death unless immediate delivery is arranged. 
Bradycardia 

The first sign is the occurrence of foetal bradycardia 
when firm fundal pressure is applied. The firmer the 
pressure, the lower the heart rate will fall. On discon- 
tinuing fundal pressure the foetal heart will return to its 
normal rate fairly rapidly. I have found this sign 
especially significant when the presenting part is high 
and loose. The longer the heart rate takes to return to 
normal, the more imminent is the danger of foetal death. 
Hon* has recently evaluated a special manoeuvre in which 
foetal electrocardiography is used. This appears to hold 
great diagnostic promise. Further studies with the foetal 
electrocardiograph may eventually enable us to remove 
the diagnosis of a compressed cord from the realm of 
speculation. Hon* does admit, however, and it is 
also my candid opinion, that the characteristic foetal 
bradycardia can be recognized clinically when fundal 
pressure is employed. This sign was consistently found in 
all 14 cases in this series and in all occult prolapse was 
confirmed (11 by Caesarean section, 3 by vaginal delivery) 
with the cord either lying in loops alongside the pre- 
senting part, or draped round the shoulders and/or neck. 

| should not like to leave the impression from what | 
have just stated that I consider every case with the cord 
round the neck should be treated for occult prolapse. 
After all, Shui and Eastman‘ have recently proved quite 
conclusively that there was no greater foetal mortality 
in 23% of infants born with the cord coiled around the 
neck than in the remaining 77%. 

With reference to the ‘draped’ cord, it has been postu- 
lated by Maxwell’ that the cord may first engage with 
the presenting part and be compressed by the occiput 
against the pelvic wall. As the occiput descends further 
and also flexes, it may slide past the loop of cord 
which then becomes draped over the shoulders as the 
foetus descends. Under such circumstances foetal distress 
in the form of foetal bradycardia will be noted during 
the compression and may only be transitory if labour 
1s rapid or the compression only partial. Should labour 
be prolonged, or the compression complete, foetal death 
may eventually occur. 


Meconium-stained Liquor 

The second characteristic feature is the presence of 
thick meconium-stained liquor amnii. If such a ‘pea-soup’ 
variety of meconium-stained liquor is associated with 
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foetal bradycardia, I have no hesitation in doing a 
Caesarean section and I consider that delay will undoubted. 
ly seriously endanger the foetus. To wait until there js 
more marked and permanent foetal bradycardia wil} 
usually be too late. This occurred in both cases of foetal 
death in this series. The nursing staff was grossly negli- 
gent in not informing me earlier of the change in foetal 
heart rate, since they neglected to listen frequently enough 
to the foetal heart. 

A point of practical significance in the foetal prognosis 
should be mentioned. Prognosis for foetal survival will be 
good if, on relieving fundal pressure, or on partial dis- 
engagement of the presenting part, together with the 
administration of oxygen, there is a fairly rapid improve- 
ment in the foetal heart rate. 


MANAGEMENT 


It is well known in cases of true prolapse that the foetus 
need not be dead even though the pulsations are absent 
between contractions. Experimental evidence indicates that 
the foetus can survive in utero for 15-20 minutes after 
the cord has been clamped. It is, however, not known how 
long a foetus can survive in utero after all cord pulsations 
have ceased. 


Therefore when fundal pressure produces foetal brady- 
cardia and the membranes are still intact, I always rupture 
them. Should the typical ‘pea-soup’ variety of liquor (or 
something very similar) escape, I proceed with immediate 
delivery. It should be remembered that the finding of 
meconium-stained liquor at the time of rupture is not in 
itseif unusual, and that in the average case with this 
somewhat disturbing symptom nothing further of a serious 
nature will develop. It probably indicates a transitory 
anoxic effect on the foetus from any one of many causes 
But, as stated, it should put one on the alert. 


Management of the case with foetal bradycardia and 
thick meconium-stained liquor must be one of prompt 
delivery. The method will of course depend on the parity, 
stage of labour, dilatation of the cervix, and level of the 
presenting part. The difficult decision will often have to be 
an individual one but, in spite of the newer trend toward 
more frequent Caesarean section, there is still a place 
for conservatism here. Generally speaking, vaginal delivery 
should be carried out if, after all factors have been care- 
fully evaluated, it appears that such delivery can be 
accomplished quickly and without trauma to mother and 
child. It is important, however, to elevate the presenting 
part first; this will allow the foetus to recover from the 
anoxia before actual delivery is attempted. In the present 
series 3 patients were delivered vaginally, 1 by forceps 
and 2 with internal version and extraction. One foetal 
death occurred in these 2 patients. 

The more frequent use of appropriate Caesarean section 
represents a recent change in attitude and has also been 
largely responsible for the marked improvement in foetal 
mortality in recent years. 

The presence of the above two characteristic signs, with 
the presenting part anywhere above the ischial spines, 
constitutes in my experience an absolute indication for 
immediate Caesarean section. Delay, in the hope of getting 
the presenting part lower, will only lead to an unneces- 
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arily high foetal mortality. Be wary, however, of doing a 
Caesarean section unless a favourable response in the 
foetal heart rate can be obtained with the administration 
of oxygen and disengagement of the presenting part 
(should it be low in the pelvic cavity). The second foetal 
death in my series occurred when there was no such 
response. 

When Caesarean section is done in such cases, I should 
like to appeal to obstetricians always to attempt a care- 
ful determination of the relations of the cord to the 
presenting part, since it is only in this way that we shall 
ultimately be able to arrive at a more accurate assess- 
ment of the incidence of foetal distress due to com- 
pression of the cord which has undergone occult pro- 
lapse. 

The routine performance of fundal pressure manoeuvres 
during the last few weeks of pregnancy, or more 
especially early in labour, particularly when the pre- 
senting part is still high, is therefore recommended. | 
am convinced that such a procedure will help obstetricians 
to make a diagnosis of occult prolapse early, with con- 
sequently closer attention and observation and thus earlier 
interference, which will undoubtedly result in a decrease 
in the number of cases where inexplicable sudden foetal 
death occurs. 


CONCLUSION 


Occult prolapse of the cord can therefore be fatal to the 
foetus but, on the other hand, it may be completely 
innocuous, depending upon the duration of interference 
with the foetal circulation. There seems little doubt that 
partial foetal anoxia, occurring over a long period before 
diagnosis is established, produces pathological changes 
in the cerebral cortex that may cause varying degrees 
of permanent foetal damage. This can only be avoided 
if the condition is diligently looked for in the routine 
manner described. By the time that the foetal heart fails 
there is every indication that the condition has lasted 
long enough to cause foetal death. 
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It will be obvious that an occasional case will arise 
where unwarranted Caesarean section may be performed 
and which would also raise the Caesarean section rate 
of the individual obstetrician or the particular hospital. 
However, it must not be forgotten that a woman comes 
to us with the sole desire for her confinement to end 
with a live healthy baby that will not be mentally 
deficient, spastic or otherwise deformed. She is totally 
uninterested in statistics which are still so frequently 
stressed to the point where the human element is often 
completely ignored. It behoves us, as far as possible, not 
to fail her. In this context, a quotation from Prof. N. J. 
Eastman is appropriate: ‘Looking back over 35 years 
and more of obstetrics, I can recall only one or two 
instances in which I regretted having performed a 
Caesarean section. Contrariwise, I remember all too vividly 
a large group of cases in which I bitterly regretted that 
a section had not been done. In addition, I recall to my 
sorrow still other instances in which Caesarean section 
was performed too late’. 
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SUID-AFRIKAANSE GENEESKUNDIGE EN TANDHEELKUNDIGE RAAD : SOUTH AFRICAN 
MEDICAL AND DENTAL COUNCIL 


The 73rd meeting of the South African Medical and Dental 
Council was held in the Council Chamber, Cape Town Chamber of 
Commerce, Barclay’s Bank Building, Adderley Street, Cape Town, 
on 20-23 March 1961. The proceedings occupied 8 half-day sessions. 
The President (Prof. S. F. Oosthuizen) was in the chair, and 26 
members were present, together with the Registrar (Mr. W. H. 
Barnard) and staff. 


PRESIDENT’S OPENING STATEMENT 


Professor Oosthuizen asked members to rise in memory of Prof. 
J. Middleton-Shaw, a member of the Council for many years, who 
died last year. He then welcomed Dr. B. M. Clark to the Council. 
Dr. Clark was appointed Secretary for Health in October 1960, 
with effect from 3 August 1960. 

Reviewing the work of the Council, Professor Oosthuizen said 
he was pleased once again to record the cordial relations existing 
between the Council and the various medical schools, the Medical 
and Dental Associations, and the other organizations and bodies 
with which it had to work. 


Domicile Clause 


A matter which was of grave concern to the Council was the 
question of the deletion of the domicile clause in the Medical, 
Dental and Pharmacy Act. It had taken on new urgency with the 


rapidly changing situation of the country. Now that we were to 
become a Republic and leave the Commonwealth on 31 May, we 
had to think seriously about the matter. It had been under discussion 
for some time, both within the Council and between it and the 
General Medical Council of Great Britain. Sir David Campbell, 
President of the GMC, felt that reciprocity between Britain and 
South Africa was unequal because of the presence of the domicile 
clause in our Act. 

The opinion of medical practitioners and dentists had been asked 
for by the Council through their Associations, and Professor 
Oosthuizen was pleased to state that medical practitioners had 
voted nem. con. in favour of deleting the clause, while the dentists 
had also favoured deletion. This meant that the Council had the 
professions firmly behind it if it decided to ask for the clause to be 
deleted. There were 300 South African doctors and dentists working 
in Britain and Ireland at the moment, and it was only right that 
there should be reciprocity on our side as well. 

He would ask the Council to allow him to take the matter up 
with the Minister of Health, should it agree to the deletion of the 
clause, so that legislation could be introduced to change the Act 
during this session of Parliament. 


Ethical Code 
Professor Oosthuizen stated that he felt the ethical code of the 
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professions was as high here as anywhere in the world. However, 
he felt that a new formula should be arrived at for handling ‘com- 
plaints’ by members of the public which were not complaints in the 
legal sense. In many cases they did not want action taken by 
Council against doctors for certain acts or omissions, and he felt 
that the Council should have some means at hand to help these 
non-vindictive seekers for assistance among the public. He did not 
want to see more controls or regimentation of the profession. 
Chiropractors 

Professor Oosthuizen said he was disturbed by the fact that a 
Bill to legalize chiropractors had been introduced in Parliament this 
session. This was a serious matter for the Council. Support could 
not be given to the regulation of a class of people whose concept 
of disease is based on false premises. It was not a question of 
jealousy. The professions must set their face against this Bill and 
fight it. 

Improved Dental Services 

He was pleased that the Council envisaged steps to improve 
dental services in South Africa, and welcomed the notice of motion 
for a commission of inquiry into public dental services in South 
Africa under the name of Dr. R. V. Bird, and the notice of motion 
by Dr. J. F. de Sandt de Villiers concerning the establishment of 
facilities for the training of non-European dentists in South Africa. 
Limited Reciprocity with Western Germany 

He would ask the Council to discuss the decision of the Executive 
Committee to establish this limited reciprocity. 

Professor Oosthuizen ended by saying that a large proportion of 
the doctors and dentists who had left South Africa in recent years 
had come back. He was gratified at this trend, since we could not 
afford to lose large numbers of doctors and dentists. 

REGISTRATIONS 


The Registrar reported on registrations effected during 1960 as 
follows: 


Registra- Restora- On 

tions tions Erasures register 
Medical practitioners . . 293 19 161 7,939 
Interns .. wh “ 242 - 257 401 
Dentists. . - - 48 3 48 1,319 
Medical students - 347 Il 304 1,425 
Dental students - 40 3 62 162 
Auxiliaries 160 8 1,410 
Specialists (medical) .. 113 l 28 1,591 
Specialists (dental)... 4 21 


Of the medical practitioners on the register at the end of 1960, 
72-56% had qualified in South Africa (Cape Town 2,512, Wit- 
watersrand 2,433, Pretoria 900, Natal 43), 11°66°, in England, 
9-00%, in Scotland, 3-42°, in lreland, and 3-36°, elsewhere. 

Of the medical students on the register in 1960 (including those 
who qualified in June and December 1960), 522 were at the Uni- 
versity of Cape Town, 475 at the University of the Witwatersrand, 
422 at the University of Pretoria, 132 at the University of Natal, 
and 121 at the University of Stellenbosch. 

The specialists on the register at the end of 1960 were as follows 
(the figures in brackets represent the net increase since the beginning 
of the year): Surgery 211 (17), medicine 205 (5), obstetrics and 
gynaecology 160 (12), anaesthetics 159 (18), ophthalmology 106 (5), 
pathology 89 (0), paediatrics 83 (4), orthopaedics 80 (7), radiology 
78 (0), psychiatry 74 (4), otorhinolaryngology 72 (1), diagnostic 
radiology 54 (11), urology 41 (3), radiology and electrotherapeutics 
33 (—1), neurology 31 (0), dermatology 30 (—2), thoracic surgery 
20 (0), neurosurgery 19 (1), venereology 18 (0), physical medicine 
14 (0), plastic and maxillo-facial surgery 8 (0), therapeutic radiology 
6 (1). Dental specialists: Orthodontists 11 (1), maxillo-facial and 
oral surgery 10 (2). Forty medical specialists were registered in 2 
associated specialities, viz. neurology and psychiatry 27, derma- 
tology and venereology 11, ophthalmology and otorhinolaryngology 
1, physical medicine and radiology-and-electrotherapeutics 1. 

Increase in registrations since 1931. The Registrar presented 
figures showing that there had been a steady increase in registrations 
of medical practitioners from 2,338 in 1931 to 7,939 in 1960. In 
1943 there were 500 medical specialists and in 1960, 1,591. Dentists 
had increased from 684 in 1931 to 1,319 in 1960. Since 1956 there 
had been an increase of only 119 dentists, compared with 741 
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medical practitioners. There were 442 medical students in 1931 and 
1,425 in 1960. 


Removal from register. Erasures at own request: 34 medica] 
practitioners and 15 dentists. The Registrar was instructed to remove 
from the register those who had failed to notify him of their present 
address and those who had not paid their annual fees. 


Registrability of medical practitioners from the Congo. A request 
had been received from the Secretary, Union Professionnelle des 
Medecins du Congo, for information regarding the possibility of 
those of the 800 doctors from the Congo who may not want to 
return to Belgium, settling in South Africa. He wanted to know 
which medical degrees were registrable. The Council instructed the 
Registrar to draw the attention of the Secretary to the relevant 
provisions of the Act and the Regulations, especially those regarding 
the registration of certain classes of medical practitioners promul- 
gated under Government Notice No. 256 of 1947, as amended. The 
President stated that, while the Council was sympathetic to the 
plight of these doctors, the law of the land could not be broken. 
A similar decision was taken in regard to dentists from the Congo, 


Limited registration. The Council approved the registration 
under Government Notice No. 256 of 1947, as amended, of a 
number of doctors to work at mission hospitals (4), to fill posts 
under the South West African Administration (1), to work at the 
South African Institute of Medical Research (1), and as a Govern- 
ment Health Officer (1). Registration of various doctors to practise 
as missionary doctors was extended for a further period of 5 years. 


Specialist registration. At this meeting 25 applications for the 
registration of specialists were granted; 26 were granted subject to 
compliance with specific requirements and 16 applicants were in- 
formed that further information was necessary before their 
specialities would be registrable. 


Additional qualifications. The degree of Ph.D. (Chemical Patholo- 
gy), Univ. London, was recognized as a higher qualification, in 
terms of the rules for registration of specialists, for the speciality 
Pathology. The Diploma of Psychological Medicine of the Uni- 
versity of McGill (D.P.M. Univ. McGill), Canada, was added to 
the list of additional qualifications registrable with the Council. 
The Council accepted the change in nomenclature of the Diploma in 
Psychiatric Medicine of the College of Physicians of South Africa 
to: (English) ‘the Fellowship of the Faculty of Psychiatry of the 
College (F.F. Psych. S.A.)’ and (Afrikaans translation) “Lidmaat- 
skap van die Fakulteit van Psigiatrie (L.F. Psig. S.A.)°. Decision 
on certain higher qualifications in the USA was deferred pending 
further investigation. 


Maldistribution of doctors. Prof. H. Grant-Whyte drew the 
attention of Council to an article in Medical Proceedings in August 
1960 which pointed out that there was a serious maldistribution of 
doctors in this country. In the cities there were areas where there 
was | doctor to 115 Europeans. In some country districts there was 
only | doctor to about 60,000 persons. He did not know how some 
doctors in the cities made a living, while it had been estimated that 
the country would need about 4,000 extra doctors by 1965. There 
was a good deal of discussion. It was pointed out that few, if any, 
doctors confined themselves to a wholly European practice, and 
much was said about the disproportionate number of specialists. 
Last year, when there had been an increase of 151 doctors, there 
had been an increase of 86 specialists. The difficulty of obtaining 
locum general practitioners was also mentioned. 


DOMICILE 


It was reported by the Registrar that, following the request of the 
Council, both the Medical Association of South Africa and the 
Dental Association of South Africa had considered the deletion of 
the ‘domicile clause’ from the Act. Replies had been received from 
the Secretaries of both Associations, and there was overwhelming 
agreement among members of the professions that the ‘domicile 
clause’ should be deleted. 

After considerable discussion, in which all members who spoke 
agreed that it was necessary to remove the clause, it was decided 
unanimously to empower the President to ask the Minister ol 
Health to include legislation in the present session of Parliament, 
if possible, for the removal of the “domicile clause’. It was pointed 
out that this matter had been before the Council for some time and 
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that the changed constitutional circumstances were not responsible 
for the Council's decision on the matter. 


RECIPROCITY 


The Council unanimously adopted a motion of Dr. A. Radford 
that it was in favour of continued reciprocity between South Africa 
and the United Kingdom. 


Reciprocity with Ireland. Following negotiations between the 
Council and the Medical Registration Council of Ireland, recipro- 
city had now been established between Ireland and South Africa. 

Reciprocity with Queensland, Australia. Following correspondence 
between the Council and the Medical Board of Queensland, the 
Council decided that the Department of Health be approached to 
communicate through the Department of External Affairs with the 
Government of Queensland, with a view to establishing full recog- 
nition of degrees in medicine obtained at universities in South 
Africa. 

Limited reciprocity with the Federal Republic of Germany. \t was 
decided to institute negotiations with the Federal Republic of 
Germany with a view to establishing limited reciprocity between 
that country and South Africa on the lines of the limited reciprocity 
with the Netherlands. 

Reciprocity with the Netherlands. The quota of medical prac- 
titioners from the Netherlands registrable in 1962 was fixed at 12 
by the Council. This is the number fixed in previous years. 


SECTION 80 (BIS) OF THE ACT 


An ad hoc committe under the chairmanship of the President had 
drawn up proposed amendments to this section of the Act, in order 
to simplify the procedure under which a patient could complain 
to the Council about alleged overcharging by practitioners. Mr. 
W. H. Rood put forward an alternative simplified procedure. A 
decision on the matter was deferred, pending the publication of the 
findings of the Snyman Commission into the high cost of medical 
services and medicines. 


STANDING COMMITTEES OF COUNCIL 
The following members of Council were elected to the Executive 
Committee for 1961: President (ex-officio), Vice-president (ex- 
officio), Prof. E. H. Cluver, Drs. R. L. Impey, B. de Villiers, 
P. F. H. Wagner, R. V. Bird, J. S. de S. de Villiers, Mr. W. H. 
Rood, and Miss C. A. Northard. 

Members of the following standing committees were also elected: 
The Medical and Dental Education Committee, The Specialists 
Committee (Medical), The Dental and Dental Specialists Commit- 
tee, The Committee on Supplementary Health Services, and The 
Conjoint Committee (a Committee of the Council and the South 
African Pharmacy Board). 


INTERNSHIP TRAINING 
After considerable discussion, it was agreed that paediatrics be 
added to the branches of medicine considered suitable for internship 
in terms of the criteria for interns. This means that paediatrics is 
added to medicine, surgery, and obstetrics and gynaecology as a 
branch of Medicine suitable for intern training. 


AMENDMENT OF ETHICAL RULES 
A motion by Dr. J. J. du Plessis was adopted that a note be added 
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under paragraph 2 on advertising, of the rules regarding conduct of 
which the Council may take cognisance. The note reads: 

*‘Note—if such advertisement should appear the practitioner con- 
cerned may be held personally responsible for its appearance.” 

Rule 2 on advertising states: The Council may take cognisance 
of ‘advertising in the lay press or by broadcasting; arranging or 
inspiring or permitting reports, interviews, articles or notices of any 
description referring to himself in a manner calculated to attract 
patients’. 


ENQUIRIES FROM DOCTORS FOR INFORMATION 


Several members expressed dissatisfaction at the present state of 
affairs when practitioners request information from the Executive 
Committee of the Council on ethical and other matters. They felt 
that the Executive Committee could be more helpful in certain 
cases. The view was also expressed that many of these requests were 
for the purpose of instituting proceedings against other practitioners 
and that the Council should not give information which would 
pre-judge such issues. 

Dr. J. K. Bremer gave notice of motion, in this connection, as 
follows: ‘That in replying to requests for information from medical 
practitioners, the Executive Committee be requested to attempt as 
far as possible to answer the question on general principles, while 
at the same time indicating specifically that it is not pre-judging a 
particular case, rather than refusing information on the grounds of 
pre-judging.” 


MISCELLANEOUS 


Use and abuse of hearing aids. A memorandum prepared by Dr. A. 
Radford in connection with this matter was discussed by Council. 
It was decided to appoint an ad hoc committee, under the chairman- 
ship of Prof. E. H. Cluver, to investigate the position regarding 
hearing aids in South Africa. 

Appointment of inspectors of medical and dental examinations. 
Inspectors were appointed, in terms of Regulation 2 of the regula- 
tions relating to examinations at medical and dental schools, to 
inspect the examinations in medicine, surgery, and gynaecology and 
obstetrics at the University of Cape Town. They are: medicine, 
Prof. G. A. Elliott; surgery, Dr. A. Radford; and gynaecology and 
obstetrics, Dr. R. L. Impey. 


First-year course at the University of Cape Town. The Council 
agreed to accept the course in Zoology I (Medical) at the University 
of Cape Town, in lieu of the courses in Botany and Zoology pre- 
scribed in Regulation 2 (c) of Chapter I of the regulations for 
registration. The revised course will be introduced in 1962 and will 
consist of approximately 116 lectures, covering both botany and 
zoology and conforming to the requirements of the Council for 
teaching in the biological sciences. 


Chiropractors’ Bill. Dr. Radford told Council that the Bill had 
passed its first reading in the House of Assembly. He believed that 
a Select Committee would be appointed to study the Bill before the 
second reading. He suggested that the Council should begin to 
prepare evidence to put before this Committee, if it should be 
appointed. 


Next meeting of Council. Because the 43rd South African Medical 
Congress would take place in Cape Town during the last week of 
September, it was decided to hold the next meeting of the Council 
in Cape ‘Town, beginning on Monday 2 October 1961. 


DIE SUID-AFRIKAANSE VERENIGING VAN BEROEPSGESONDHEID: 
THE SOUTH AFRICAN SOCIETY OF OCCUPATIONAL HEALTH 


Gesien in die lig van die industriéle uitbreiding in die jongste jare, 
word die bestaan van bogenoemde Sub-Groep van die Mediese 
Vereniging weer eens onder die aandag van belangstellende genees- 
here gebring. 

Die Vereniging stel hom hoofsaaklik ten doel om alle aspekte 
van beroepsgesondheid in Suid-Afrika te bevorder. 

Alle lede van die Mediese Vereniging van Suid-Afrika wat belang 
stel in beroepsgesondheid, kan aansluit. Diegene in vol- of deeltydse 
industriéle betrekkings is veral welkom. 

Die jaarlikse subsk ripsie is R2.00. 

erdere besonderhede en aansoekvorms om lidmaatskap is 
verkrygbaar by die Ere-Sekretaris, Dr. A. M. Coetzee, Posbus 
1056, Johannesburg. 


In view of the great strides that have been made by industry in 
recent years, attention is again drawn to the existence of the above 
Sub-Group of the Medical Association. 

The main object of the Society is to promote all aspects of 
Occupational Health in South Africa. 

Membership is open to all members of the Medical Association 
of South Africa who have occupational health interests, but 
especially to those in full-time or part-time employment in industry. 

The annual subscription is R2.00. 

Further details and application forms for membership are 
obtainable from the Hon. Secretary, Dr. A. M. Coetzee, P.O. Box 
1056, Johannesburg. 
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FARMASEUTIESE NUUS : PHARMACEUTICAL NEWS 
A NEW FILM FROM GLAXO-ALLENBURYS 


To supplement the Grisovin film “The griseofulvin story’, we now 
have another film available entitled ‘Fungus infection treated with 
griseofulvin’. 

This new film, being wholly clinical, is of the greatest interest to 
dermatologists and other doctors using griseofulvin. Essentially it 
consists of clinical demonstrations of six interesting cases before 
and after treatment. 

There are five skin cases, the sixth case showing complete re- 
growth of a thumb nail which has been infected down to the nail 
bed with 7. rubrum. We have been very fortunate to participate 
in this unique recording by cinematography. It required a patient 
to attend the Photographic Department of a London Hospital 
twice daily, continuously for 5} months. On each occasion exposures 
of the nail’s progress were taken and they have been assembled into 
a time-lapse record which requires 33 seconds for showing in the 
film. The photographic technique by which this record was secured 
is explained and the patience and ingenuity of the workers con- 
cerned is obvious. 4 


The running time of this Technicolor film is 10 minutes. Although 
the film carries the usual optical sound-track, simple captions also 
appear on the screen. The sound can thus be switched off if any 
dermatologist wishes to comment on the clinical cases, or where 
another language is nee ed. 


The ideal use of this film is to supplement the programme which 
can commence with ‘The griseofulvin story’. These films and the 
others listed below are available from the Sales Department, 
Glaxo-Allenburys (S.A.) (Pty.) Limited, P.O. Box 485, Germiston, 
Transvaal, Phone 51-8531: 


The griseofulvin story (the introduction of an antibiotic described 
as a ‘milestone in dermatology’). 
_A vitamin emerges (the research leading to the discovery of 
vitamin B,,). 
Food for thought (the planning of a complete food). 
Longer life for B.C.G. (the evolution of freeze-dried vaccine). 
Treatment of infections of the hand. 


HART — LONG GROEP, UNIVERSITEIT VAN STELLENBOSCH 


Op ‘n vergadering gehou op Donderdag 16 Maart 1960, is besluit 
dat die naam van die Groep verander sal word tot die Suidelike 
Afrikaanse Hartvereniging, Tak Stellenbosch. Dit is in ooreen- 
stemming met ’n voorstel in dié verband deur die Tak Kaapstad 
wat voorgelé word aan die Nasionale Bestuur. Die naamsver- 
andering tree in werking sodra die voorstel deur die Nasionale 
Bestuur aanvaar word. 


Dr. P. W. A. Botha het ’n o orsig van die Marfan-sindroom gegee 
aan die hand van 5 gevalle wat in die afgelope 3 maande in die 
Karl Bremer-hospitaal bestudeer is. Marfan het in 1896 ’n pasiént 
beskryf met lang maer ekstremiteite (dolichostenomelie) en alge- 
mene verlies van spierweefsel. Sedertdien is ongeveer 400 gevalle 
van die Marfan-sindroom in die literatuur beskryf. Die toestand 
is dominant oorerflik maar kom ook de novo voor in meer as 15°% 
van gevalle. Die basiese defek is moontlik een van bindweefsel. 

Die sindroom word gekenmerk deur die volgende afwykings: 
1. Spier-skeletstelsel 

Die pasiént is gewoonlik meer as 6 voet lank met lang maer 
ekstremiteite, spinnekopagtige vingers (arachnodaktilie) en ’n hoé 
verhemelte. Die abnormale skeletale verhoudings (span > lengte; 
onderste segment > boonste segment) is meer belangrik as die 
lengte, maar daar is geen betroubare indeks van abnormaliteit nie, 
en veral in persone van endomorfe herkoms mag die voorkoms 
uiterlik normaal wees. 

Ander bekende skeletafwykings is deformiteite van die skedel, 
gesig, oé, borskas, vingers en lang patellére ligamente. Daar is ook 
*n algemene hipotonie met ’n neiging tot ontwrigting van die litte. 
Die rumatiese stoornisse, bv. rugpyn en litpyne met of sonder 
effusies, is waarskynlik minder bekend. 

2. Kardiovaskulére Stelsel 

Dilatasie en skeur van die aorta, aorta-inkompetensie e n dissek- 
terende aneurisma is van die belangrikste afwykings en berus op ’n 
aangebore abnormaliteit van die media-bindweefsel, histologies 
gesien as ’n sistiese nekrose met fragmentasie van elastiese vesels 
en degenerasie van spiervesels. Hierdie defek is ook verantwoordelik 
vir aneurismale dilatasie van die sinusse van Valsalva, abnormali- 
teite in aorta en A-V kleppe (wat hartgeruise mag veroorsaak), en 
dilatasie van die pulmonale arterie. Ander kardiovaskulére stoor- 
nisse sluit in miokarditis, geleidingstoornisse, artimieé en ‘n 
assosiasie met kongenitale hartkwaal, bv. atrium septum defek. 

Die Marfan-sindroom moet in gedagte gehou word as ’n moont- 
like oorsaak vir dissekterende aneurisma, veral in jong persone en 
in swangerskap en in gevalle waar daar geen goeie verklaring vir 
aorta-inkompetensie of ’n radiologiese dilatasie van die aorta of 
pulmonale arterie is nie. 


3. Die Oog: 
Dislokasie van die lense, gewoonlik bilateraal, is die bekendste 


afwyking, maar iridodonese, heterochromia irides, miopie en los- 
lating van die retina kom ook voor. 


4. Ander: 


Die volgende abnormaliteit is ook beskryf: in die longe, bv. 
sistiese veranderings, wat mag lei tot pneumotoraks; in die niere, 
bv. polisisteuse niere en piélonefritis; en in die vel, bv. Miescher se 
elastoom. 

Die volledige besonderhede van 5 pasiénte wat in die vorige 
3 maande in die Karl-Bremer-hospitaal ondersoek is, is voorgedra 
om die verskeie aspekte van die sindroom te demonstreer. ’: 
Positiewe familiegeskiedenis is in 3 pasiénte verkry, maar was af 
wesig in die ander 2. Beide hierdie pasiénte het die tipiese skelet 
afwykings getoon en een het dislokasie van die lense gehad tesame 
met ’n kongenitale hartletsel (ventrikulére septum defek) terwyl die 
ander ’n vergrote hart gehad het waar ’n laat sistoliese geruis ook 
gehoor kon word. R6ntgenologies was die opstygende aorta 
abnormaal wyd. 

Hierdie 2 pasiénte word tans beskou as de novo gevalle van die 
Marfan-sindroom. In een pasiént met ’n atrium septum defek is 
die defek by operasie gesluit. 


BESPREKING 


In antwoord op ’n vraag deur dr. C. L. Wicht, verduidelik dr. 
P. W. A. Botha dat die skeletale afwyking alleen nie genoeg is vir 
die diagnose van die sindroom nie, maar dat ektopia lentis in die 
pasiént of in sy familie, asook ’n positiewe familiegeskiedenis, die 
diagnose bevestig. 

Dr. F. van Greunen (besoeker van Groote Schuur-hospitaal) het 
bespreking uitgelok oor die bepaling en waarde van die metakarpale 


indeks in diagnose. Die metode van bepaling is verduidelik en | 


volgens die spreker is dit nie ’n diagnostiese indeks nie, aangesien 
dit nie abnormaal was in enige van sy 5 gevalle nie. 

In antwoord op prof. A. J. Brink se vraag insake Erdheim se 
medionekrose, word verduidelik dat die verandering nie spesifiek 
is nie en berus op ’n genetiese of verworwe defek van die aorta 
bindweefsel. Prof. H. Weber het hiermee saamgestem. 

Dr. F. P. Retief wou weet of enige studies in verband met 
chromosoom-afwykings in die Marfan-sindroom gedoen is. Die 
spreker was nie bewus van sulke studies nie. 

Drs. B. Dreyer en C. L. Wicht het bespreking uitgelok oor die 
basiese defek in die Marfan-sindroom. Die finale antwoord is nie 
bekend nie. Die defek in die elastiese vesel kon baie van die mani- 
festasies verklaar, bv. aorta- en oog-afwykings, maar nie die 
skeletale afwykings nie. ’n Defek in die grondstof is voorgestel en 
dr. Wicht maak ook melding van die vermeerderde mukoproteien- 
uitskeiding in die urine, maar dit is geensins ‘n konstante bevinding 
nie. 

Dr. Dreyer wys daarop da tchirurgiese behandeling reeds sukses~ 
vol toegepas is op sommige van die pasiénte met aneurismas van 
die aorta sowel as aorta-(klep) inkompetensie. : 

Die vergadering is afgesluit na verversings bedien is deur mevv. 
drs. Loubser en Wassermann. 
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ASSOCIATION MEDALS 


The following citations were read at the Adjourned _Annual 
General Meeting of the Medical Association of South Africa, held 
at Vereeniging on 19 October 1960, when the Association's Bronze 
Medals for meritorious service were awarded to Drs. Chapman, 
Grant-Whyte, Meltzer, and Adler. Drs. Grant-Whyte and Meltzer 
were not present at the meeting. 
DR. WILLIAM CHAPMAN 
Dr. William Chapman received the degree of M.B., Ch.B. at the 
University of Aberdeen in 1909. 

He commenced practice in Vereeniging in 1911 and was an 
active member of the old Transvaal Medical Society. 

He has been a member of the 
Federal Council for almost 20 
years and was elected President 
of the Southern Transvaal Branch 
in 1947. 

Dr. Chapman has practised in 
Vereeniging for nearly 50 years 
and has seen the remarkable 
growth which has taken place in 
the city. Not only has he served 
the community as a_ general 
practitioner of outstanding ability, 
but he has also been Medical 
Officer of the town and is a past 
Deputy Mayor. His other com- 
munity interests lie in the Maccau- 
vlei Golf Club and the Rotary 
Club, in both of which he has 
held high office. 

Dr. William Chapman Dr. Chapman has served the 
Association for many years with 


- distinction, not only as a member of the Southern Transvaal 


Branch but as a mainstay of the more recently formed Vaal River 
Branch. 

Today he was installed as President of the Association, and the 
Association wishes to honour him further by the award of its 
Bronze Medal for meritorious service. 


DR. HARRY GRANT-WHYTE 
Dr. Harry Grant-Whyte qualified to the degree of M.B., Ch.B. 
at the University of Cape Town. Later he received the Diploma 
in Anaesthesia of the London University and became a Fellow 
of the Faculty of Anaesthetists 
of the Royal College of Surgeons 
of England. 

He has served as a member of 
the Council of the Natal Coastal 
Branch for many years and was 
President of the Branch in 1953. 
He has also been a member of a 
number of committees of the 
Branch. 

Dr. Grant-Whyte was originally 
elected to be a member of the 
Federal Council in 1946 and 
served on the Executive Com- 
mittee of the Council for a period 
of three years. He was elected to 
be President of the Association 
for the year 1957/58 during the 
time of the 41st South African 
Medical Congress. 

For 14 years he was Vice- 
Chairman of the Railway Medical 
Officers’ Group and was President 
Of the South African Society of 
Anaesthetists in 1947. 

In 1959 Dr. Grant-Whyte was 
Dr. Harry Grant-Whyte elected to be a member of the 
South African Medical and 

Dental Council. 

In view of his long and distinguished service to the Association 
and to the profession, the Association desires to honour him by 
the award of its Bronze Medal for meritorious service. 


DR. EMANUEL MELTZER 


Dr. Emanuel Meltzer qualified to the degree of M.B., Ch.B. at the 
University of the Witwatersrand in 1926 and, after serving house 
appointments at the Johannesburg General Hospital and a short 
period of practice in the Orange 
Free State, he returned to his 
home town, Benoni, to serve as a 
general practitioner. Since that 
time he has given over 25 years of 
service to the Boksburg-Benoni 
Hospital and has been a member 
of the Medical Committee and of 
the Hospital Board. 

In 1947 he attained the degree 
of M.D. 

Dr. Meltzer has served the 
Association conscientiously and 
diligently and, after occupying 
the post of Honorary Secretary 
of the East Rand Branch for many 
years, he was elected tc be its 
President in 1957. He also was a 
member of the Federal Council 
for six years and has freely given 
of his assistance on a number of 
Association Committees. 

Dr. Meltzer is a senior prac- 
titioner in Benoni, and because 
of his many years of outstanding service to the Association and 
the profession, the Association desires to honour him with the 
award of its Bronze Medal for meritorious service. 


Dr. Emanuel Meltzer 


DR. CYRIL ADLER 


Dr. Cyril Adler qualified to the degree of M.B., B.Ch. at the 
University of the Witwatersrand where he took an active part in 
student activities. For this he was presented with an illuminated 
address by his fellow-students as 
a token of their esteem in 1931. 

After holding a number of 
hospital appointments, he entered 
private practice in Johannesburg, 
and in 1942 he enlisted for active 
service in the South African 
Medical Corps in which he served 
as a specialist in physical medicine 
with the rank of Major. Since the 
end of the war he has continued 
to practise his speciality in Johan- 
nesburg, and he serves on the 
teaching staff of the University of 
the Witwatersrand. His interest 
in his Alma Mater has been 
sustained, and for a while he was 
an elected member of the Council 
of the University. 

Dr. Adler has been a member of 
the Branch Council of the 
Southern Transvaal Branch of the 
Association for some 10 years and 
has held a number of executive 
positions. In 1955 he was elected 
to be President of the Branch. He 

Dr. Cyril Adler has also held many other posts of 
: distinction both within and out- 
side the Association. 

Dr. Adler has been a prominent member of the Federal Council 
for the last nine years and has served on a number of Committees 
of Council. 

In recognition of his untiring work for the Association and the 
profession, the Association desires to honour him with the award 
of its Bronze Medal for meritorious service. 
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IN MEMORIAM 
RICHARD HARTLEY Rose-INNes, M.B., Ch.B., F.R.C.S. (Ep1n). 


Drs. G. Dommisse and Ken Goldswain, of East London, write: 

Colonel R. H. (Dick) Rose-Innes died at Kei Road, near King 
williamstown on 16 February 1961, at the age of 65 years. He spent 
the last fifteen years of his life in retirement in the old family home 
in which he was born, but he succeeded during those years in 
rendering a medical service which undoubtedly went to the making 
of his finest hour. That he did 
so gratuitously and with loving 
affection was his epitaph at the 
simple and moving burial service 
in a country churchyard in Kei 
Road. Great crowds of his fellow- 
men, from all walks of life and 
of all races, colours and creeds, 
lined the graveside. These were 
the men and women who had 
idolized him during these last 15 
years and who had come now to 
pay a fitting tribute to a great and 
humble man. 

During his life, Colonel Dick 
soared to the heights and plumbed 
the very depths. He walked with 
kings, yet kept the common touch. 

He graduated M.B., Ch.B., with 
honours in all subjects, at Edin- 
burgh University after having 
interrupted his studies by service 
with the Royal Navy during the 
‘Kaiser's War’ of 1914/18. Shortly 
afterwards he added the diploma of F.R.C.S.Ed. to his growing list 
of qualifications, and inspired Sir John Frazer, Professor of Surgery, 
and the then President of the Royal College of Surgeons of 
Edinburgh, to write of him: ‘He is certainly one of the most out- 
standing men who have recently graduated from Edinburgh, and 
I look forward with confidence to a brilliant career’. 

In Oxford where, after a spell of three years as consulting surgeon 
in the Shetland Isles, he became Honorary Surgeon at the Radcliffe 


Dr. Rose-Innes 


IN DIE VERBYGAAN 


The South African Institute for Medical Research, Johannesburg, 
Staff Scientific Meeting. The next meeting will be held on Monday 
24 April at 5.10 p.m. in the Institute Lecture Theatre. Dr. J. S. 
Harington will speak on ‘The biochemistry of insanity’. 


Department of Anaesthesia, University of Cape Town. A meeting 
will be held on Saturday 22 April at 9.30 a.m. in the A-floor 
Lecture Theatre, Groote Schuur Hospital, Observatory, Cape. Dr. 
C. Dekenah will speak on ‘Underwater man’. All interested 
doctors are invited to attend this meeting. 


University of Cape Town and Association of Surgeons of South 
Africa (M.A.S.A.), Joint Lectures. The next lecture in this series 
will be held on Wednesday 19 April at 5.30 p.m. in the E-floor 
Lecture Theatre, Groote Schuur Hospital, Observatory, Cape. Dr. 
A. Timme will speak on ‘Hyperplastic and neoplastic disease of 
the reticulo-endothelial system’. All members of the Medical 
Association are welcome to attend this lecture. 
~ 


Dr. Edward Epstein of Johannesburg has left for Europe for two 
months. Dr. Epstein has been invited to lecture at the International 
Course of Ophthalmology to be held in Barcelona and to take part 
in the symposium on cataract surgery. 


Dr. W. P. U. Jackson, of Cape Town, has been invited to take part 
in a symposium on Calcium metabolism, which is being organized 
by the firm Nutricia in Holland on 23 and 24 May 1961. Prof. J. T. 
Irving of Boston, formerly Professor of Physiology at Cape Town 
and later at Pretoria, has also been invited to attend. 

* 


College of General Practitioners, Cape of Good Hope Faculty. A 
symposium on ‘The use of hypnosis in general practice’ will be 
be held in conjunction with the Society for Clinical and Experi- 
mental Hypnosis (Southern Section), on Thursday 27 April at 8.15 


Infirmary, the degree of M.A. (Oxon.) was conferred upon him: 
‘In recognition of his services to the science of medicine’. ; 

When, because of serious ill health, he was finally obliged to 
resign his honorary appointment, he was invited to the coveted 
membership of the British Association of Surgeons, a select body 
whose membership is limited to not more than 150 surgeons. 

Struck down by sudden and unexpected disease while in his 
middle thirties, he returned to South Africa and Kei Road where 
he convalesced for several years and recovered sufficiently to enlist 
in the Service of the SAMC in 1941. . 

It was here that he came to be known as ‘The Boss’ and it was 
here that he came to be loved by so many young and aspiring 
surgeons. That he influenced and inspired them all is a fact to 
which each and every one of them will testify. The impact of his 
personality, his words, and his wisdom were a source of constant 
joy and wonderment to ‘his boys’. Yet his finest hour was still to 
come. 


Boarded medically unfit for military service in 1948, he returned 
to Kei Road and retirement—perhaps to rest and to enjoy with 
his family the few months or years which remained to him. Those 
years, extended as they were to no less than fifteen, were years of 
sacrifice and service in a spirit of true humility. They were years 
during which his service to those in need was crystallized in the 
establishment of the Kei Road and District Health Association. 
and they were years during which no less a philanthropist than 
Lord Nuffield himself paid tribute in the form of a substantial 
donation to the Boss’ beloved clinic. 


He gave no thought to himself, but rose above his personal 
problems. Proof of his altruism, if such proof were needed, was 
forthcoming in a letter written in the closing months of his life: 
‘No flowers by request’, he wrote, ‘but if the boys want to do 
anything when the time comes, a memorial donation to the Kei 
Road and District Health Association, Kei Road, Cape. We work 
mainly for the under-privileged’. 

This then was the man, and this his final message. 


In death as in life, he will continue to be an inspiration to all 
who were privileged to know and to love him. 


: PASSING EVENTS 


p.m. in the E-floor Lecture Theatre, Groote Schuur Hospital, 
Observatory, Cape. 

Further information may be obtained from the Secretary, 
College of General Practitioners, P.O. Box 643, Cape Town. 
Telephone 32022 (mornings). 

+ * 
Dr. James Miller, specialist obstetrician and gynaecologist, of Port 
Elizabeth, was incorrectly reported as having moved to Oasim 
Medical Centre. Dr. Miller has remained at his consulting rooms 
at 4, Western Road, Port Elizabeth. Telephones: Rooms 27744, 
residence 35335. 

* 
Society for Endocrinology, Metabolism and Diabetes of Southern 
Africa, Natal Branch. The next meeting will be held on Monday 
24 April at 5 p.m. in the New Nurses’ Lecture Room, St. Augustine’s 
Hospital, Cato Road, Durban. Dr. N. Mc E. Lamont will speak 
on ‘Diet and disease in the African’, a disposition that embraces 
part of the large amount of original work that has been carried out 
by Dr. Lamont and his colleagues in the last five years. A discussion 
led by Dr. Harry Seftel, of the Diabetic Clinic, Baragwanath 
Hospital, will follow. All doctors and interested dietary and nursing 
staff are welcome to attend this lecture. Refreshments will be 
served at 4.30 p.m. 

A meeting of the Diabetic Clinic of the King Edward Hospital, 
Durban, will be held on Tuesday 25 April in the medical out- 
patients department at 1.30 p.m., when Dr. Harry Seftel will be 
discussing his work on ‘Iron overload and diabetes in the African.’ 

* 


Dr. C. J. du Toit, M.B., Ch.B., D.T.M. en Hy., M.Med. (L. et 0.) 
het onlangs teruggekeer van ’n uitgebreide oorsese reis. Hy het die 
bekendste hospitale en klinieke waar oor-chirurgie gedoen word 
in Switserland, Denemarke, Duitsland, en die V.S.A. besoek. Dr. 
du Toit het nou begin praktiseer as oor- neus- en keelarts in 
vennootskap met drs. H. C. Wykerd en D. J. Roux. 


15 April 


The Interr 
wailable b 
annually fe 
heen create 
between ce 
knowledge 


These a 
of persons 
teaching h 
demonstra 
independe: 


Glaxo-All 
Diotroxin 
The int! 
of many } 
Thyroxine 
although 
that theor 
another tl 
be a norn 
that tri-ic 
product, t 
it has bee! 
seem to 0 
many wo 
synthesize 
are secret 
An ob' 
replaceme 
we shoul 
is what is 


To the Ec 
a keen in 
the letter 
of three 
that the | 
first hear 
conceptic 
when an | 
Transvaa 

In resp 
Federal ( 
of the So 
in Octob 
Federal 
of the pr 
end it sh 
ference a 
Associati 
discuss tl 
by contr: 
legal an 
enquiries 
necessary 

Arisin, 
on the E 
its terms 
Commit: 


il 1961 


on him: 


liged to 
coveted 
ect body 
e in his 
id where 
to enlist 


d it was 
aspiring 
fact to 
ct of his 
constant 
S still to 


returned 
joy with 
1. Those 
years of 
re years 
d in the 
ciation, 
ist than 
dstantial 


personal 
led, was 
his life: 
it to do 
the Kei 
Ve work 


to all 


lospital, 


cretary, 
Town. 


of Port 
» Oasim 
rooms 
; 27744, 


southern 
Monday 
zustine’s 
Il speak 
mbraces 
ried out 
cussion 
swanath 
nursing 
will be 


lospital, 
cal out- 

will be 
\frican.” 


.. et O.) 
het die 
‘word 
Dr. 
‘arts in 


15 April 1961 


S.A. TYDSKRIF VIR GENEESKUNDE 


319 


ELEANOR ROOSEVELT INTERNATIONAL CANCER FELLOWSHIPS 


The International Union Against Cancer, through funds made 
wailable by the Eleanor Roosevelt Cancer Foundation, will award 
annually fellowships for research on cancer. These fellowships have 
heen created in the belief that the international exchange of scientists 
between centres with kindred interests will facilitate the sharing of 
knowledge and thereby contribute to the control of cancer. 

These are senior postdoctoral awards designed for the support 
of persons who, as full-time members of the staff of universities, 
aching hospitals, research laboratories or other institutions, have 
demonstrated interest and outstanding ability or promise as 
independent investigators in the field of research on basic cancer, 


its experimental and clinical aspects, and who wish to broaden their 
experience by a period of study in another country. The duration 
of the fellowships ordinarily will be one year but this period may 
be extended or shortened in special circumstances. The stipend 
will be based on the current salary of the applicant and the salary 
of persons of comparable qualifications in the place where the 
applicant expects to study. An allowance will be made for de- 
pendants and for costs of travel to and from the fellow’s residence 
and the institution where he will work. 

Application forms and additional information may be obtained 
from the International Union Against Cancer, P.O. Box 400, 
Geneva 2 (Switzerland). 


NUWE PREPARATE EN TOESTELLE : NEW PREPARATIONS AND APPLIANCES 
DIOTROXIN TABLETS 


Glaxo-Allenbury (S.A.) (Pty.) Ltd, announce the introduction of 
Diotroxin tablets, and supply the following information: 

The introduction of Diotroxin tablets represents the culmination 
of many years research into the functioning of the thyroid gland. 
Thyroxine had for long been regarded as the thyroid hormone 
although certain practical observations were not consistent with 
that theory. No alternative seemed possible, however, until in 1951 
another thyroid active compound, tri-iodothyronine was found to 
be a normal constituent of blood plasma. Initially it was thought 
that triiodothyronine present in the blood was a secondary 
product, being formed by the de-iodination of thyroxine. However, 
ithas been demonstrated that normally this de-iodination does not 
seem to occur in the blood. From this evidence and the reports of 
many workers, it can only be concluded that the thyroid gland 
synthesizes both thyroxine and tri-iodothyronine and that both 
are secreted into the circulation. 

An obvious implication of this is that, to provide complete 
replacement of the natural physiological secretion of the thyroid, 
we should give both thyroxine and tri-iodothyronine. This in fact 
is what is done in Diotroxin tablets. 


BRIEWERUBRIEK : 


THE MEDICAL SERVICES PLAN 


To the Editor: As one who has played an active part and still takes 
akeen interest in the affairs of the Association, and in the light of 
the letter appearing in the Journal of 25 March’ over the signatures 
of three prominent members of the Natal Coastal Branch, | feel 
that the time has come to reflect on what has happened since we 
first heard of the Medical Services Plan. In order to get a clear 
conception of its origin it is necessary to go back to the year 1954 
when an impasse occurred in the negotiations between the Southern 
Transvaal Branch and the Vanderbylpark Medical Benefit Fund. 

In response to a suggestion made by me while I was Chairman of 
Federal Council, a motion in the name of two prominent members 
of the Southern Transvaal Branch was adopted by Federal Council 
in October 1954 which reads as follows: ‘That in the opinion of 
Federal Council the time has come to review the whole question 
of the provision of medical services to industry in general. To this 
end it should be resolved to take the initiative in calling a con- 
ference at the highest level, at which representatives of the Medical 
Association, leaders of industry, and other interested parties can 
discuss the problems which arise when medical services are provided 
by contract to employees. That an ad hoc committee, assisted by 
kgal and actuarial experts, be appointed to make preliminary 
enquiries as to the possibility of calling such a conference and, if 
necessary, to convene it’. 

Arising out of this a body was set up, styled the Sub-Committee 
on the Economics of Medical Practice, with a directive to draw up 
ls terms of reference and report back. In March 1955 the Sub- 
Committee reported back to Federal Council, but in its terms of 


Composition 


Each tablet contains— 

L—Thyroxine sodium, 90 micrograms 

L—Tri-iodothyronine (Liothyronine) sodium, 10 micrograms, 
which are the proportions normally found in the blood. 

In each case the biologically active laevo forms are used which 
are about twice as potent as the raecemic forms. This is of the 
greatest practical importance. Cases have occurred where a patient 
has been standardized on a suitable dose of L—Thyroxine sodium 
but has relapsed because subsequently raecemic material has been 
dispensed in error, thus halving the effective dose. The more soluble 
sodium salts are used to ensure consistent and maximum efficiency 


of absorption. It is, of course, difficult to give a precise equivalence 
with thyroid, but for practical purposesjone Diotroxin tablet can 
be considered equivalent to 1 grain (60-mg.) thyroid B.P. 

Further information may be obtained from Glaxo-Allenburys 
(S.A.) (Pty.) Ltd., P.O. Box 485, Germiston, Transvaal. 


CORRESPONDENCE 


reference completely soft-pedalled the basic conception of con- 
vening a conference at the highest level. The attention of Federal 
Council was drawn to this omission and, after discussion, it was 
agreed eventually that the terms of reference should be: 

1. To investigate the cost structure of medical practice, with 
special reference to contractual medical practice in various centres 
of the Union, and to arrive at a determination of fair remuneration. 

2. To investigate the pattern of medical practice, with special 
reference to contractual medical practice in South Africa, and to 
make an analysis thereof. 

3. If the existing pattern is found to be unsatisfactory, to make 
recommendations on future policy. 

4. To prepare reports on the above in order to have information 
available for dealing with responsible bodies, and, in the event of 
a conference being convened, to deal with the implications of these 
matters. 

The Sub-Committee then got busy in the direction of collecting 
facts and figures and, on its recommendation, an official was 
appointed and sent to Canada and the USA to study the problem 
of pre-paid medical care. 

“"As the result of its activities up to that stage, the Convener of the 
Sub-Committee presented his report to Federal Council at its 
meeting in Vereeniging in April 1956. After lengthy discussions it 
was resolved ‘that the Federal Council accepts the report of the 
Convener of the Sub-Committee on the Economics of Medical 
Practice, and empowers this Committee to take all necessary 
measures to formulate and implement a scheme to establish a 
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Medical Aid Plan’. So the Plan was born, but, let me point out, 
without prior consultation with other interested bodies. 

At Durban, at a meeting of Federal Council in September 1957 
(during discussion on the report of the Sub-Committee on the 
Economics of Medical Practice) the convener, Dr. M. Shapiro, 
in reply to questions put to him stated, ‘My suggestion is, if the 
scheme is launched, it shall involve not one farthing’s responsibility 
to the Association. | am quite satisfied that the scheme can be 
launched without any assistance from the Association except one 
thing, its sponsorship. That is all it needs from the Association’. 
I quote this statement verbatim from the minutes of Federal 
Council, because it has an important bearing on any future relation- 
ship between the Association and the Plan. The connotation of the 
word ‘sponsorship’ evoked much controversy at subsequent meet- 
ings of Federal Council, but it has come to be accepted as meaning 
‘the blessing of the Association’. 

I now come to the recent Extraordinary General Meeting held 
in Bloemfontein on 8 March 1961, requisitioned by members of the 
Natal Coastal Branch. They, no doubt in common with a large 
number of members of the Association in all areas, are frustrated 
and disappointed by the breakdown of the negotiations with the 
South African Mutual Medical Aid Society and the determination 
of a ceiling of R4,600 (£2,300) as far as SANSOM is concerned, 
and feel that the extension of the Plan to all areas in the Union 
would be ‘the answer to the maiden’s prayer’. They have been misled 
by a statement in a letter they received from Mr. Parvus which is 
not strictly accurate, but in any case it seems that they took action 
without knowledge of the facts and despite a warning that nothing 
effective at this stage could be achieved by calling an Extraordinary 
General Meeting of the Association. 

The Medical Services Plan is operated by a Board of Directors 
and it was decided to initiate it as a pilot scheme in a limited area 
of the Transvaal. It is perhaps too soon to say whether or not 
the Plan is functioning successfully and on a firm financial basis. 
It has the blessing and good wishes of the Association whose 
policy is, and has always been, to encourage any effort to provide 
pre-paid medical care to those who cannot afford full private fees. 
It is open to the Board of Directors at any time to extend the Plan 
when they feel in a position to do so without expecting material 
assistance from the Association. 

The Plan had been in operation for a very short time before its 
promotors found themselves faced with the competition of the big 
insurance companies in the field of pre-paid medical care, a position 
which still exists. We now find ourselves in a situation where the 
Medical Association, in addition to its commitments to its re- 
cognized Medical Aid Societies, has negotiated with the insurance 
companies with doubtful if any success and is now being urged to 
take more active measures in support of the Medical Services Plan, 
a state of affairs bordering on the chaotic. 

Your correspondents in their letter in the Journal of 25 March’ 
state that they asked for an Extraordinary General Meeting with a 
‘view to implementing’ not to ‘implement’, which they say is a 
vastly different thing. This is mere quibbling and in any case 
according to the official minutes of the meeting, which were published 
in the Journal of 1 April, the formal resolution proposed by Prof. 
H. Grant-Whyte and seconded by Dr. N. R. Pooler reads ‘that the 
Medical Services Plan be implemented in all Provinces of the Union 
immediately’. These members who asked for the Meeting must 
have had in mind the possibility that, by resolution and with 
sufficient proxies, a majority could be found to place the resources 
of the Association at the disposal of the Directors of the Plan to 
enable them to extend its operations. If this were not the case, 
what possible other action could the Meeting have taken to imple- 
ment the extension of the Plan? 

Dr. Theron is criticized because he exhorted his colleagues to be 
wary, but how right he is. If the Chairman of the Meeting had not 
exercised firm control in procedure, the Association might have 
found itself committed to a financial adventure very detrimental 
to its interests. 

My chief reason for venturing into print is to remind members 
that the Sub-Committee on the Economics of Medical Practice 
has failed in its duty in that, instead of taking steps to convene a 
conference of interested bodies at the highest level (vide resolution 
of Federal Council October 1954), it has put its hand in a bag and 
produced a rabbit—the Plan. Although valuable time has been 
lost it is not too late for the Medical Association to do the big thing 
in the interests of the public of South Africa and its own members. 


It should take the initiative without further delay in convenin 
round-table conference of all interested bodies, representatives cf 
industry, commerce, insurance companies, medical aid societies 
the South African Medical and Dental Council, and the Department 
of Health, to discuss the problem of pre-paid health insurance in all 
its aspects. It is high time that the Association discontinued its 
methods of the past in attempting to dictate to powerful lay 
organizations policies which cannot be implemented. It must be 
prepared first to hear the other fellow’s poini of view. ; 

It is not sufficient to determine what it costs a doctor to live and 
then frame a policy based on this one factor. It is essential to 
ascertain what it costs a doctor to live in relation to what it costs 
a patient to live and what it would cost an organization or business 
concern covering its members or employees against the expenses 
of ill-health, to administer the provision of medical services on i 
reasonable basis. Representatives of the Medical Association 
attending a conference such as envisaged could be trusted to 
uphold the honour and interests of the medical profession in 
arriving at decisions equitable to all interested parties. It is not 
beyond the bounds of possibility that a conference may find a 
formula which would serve as a basis for future negotiation or 
action. If the Association is prepared to play its part it might be 
able to put its hand in a bag and produce something bigger than a 
rabbit. 

Alan W. Siche 
Cape Town 
4 April 1961 
|. Correspondence (1961): S. Afr. Med. J., 35, 260 


REMEDY FOR SANDWORM 


To the Editor: | am taking this opportunity of writing to you, 
should you like to take advantage of publishing this remedy in 
your Journal. 

| am a practising pharmacist in Springs and have been ap- 
proached on numerous occasions for a remedy for sandworm. The 
person who has the sandworm has usually been to a doctor, who 
has tried spraying with ethyl chloride, but without success. 
_ As I have found this remedy so successful, I should like to share 
it with as many doctors as possible, particularly those practising 
at coastal areas where sandworm is most frequently found. The 
remedy is simple: lodised phenol, BPC 1934, is used. It is best 
dispensed in a corn-paint bottle which has a glass rod in the centre 
The instruction to the patient is to apply the paint with the glass 
rod along the trail of the sandworm twice daily. The cure is usually 
effected within about 3-4 days. 

If the sandworm is located under thick calloused areas, this 
remedy will have no effect until the sandworm had moved away 
from the calloused area. 

I hope that many patients will benefit hereby. 

R. J. Soggot, M.P.S. 

P.O. Box 408 
Springs 
22 March 1961 


ALTAFUR AND ALCOHOL 


To the Editor: A recent letter to your Journal’ discussed the side- 
effects encountered in a patient who consumed alcohol while under- 
going treatment for staphylococcal urethritis with ‘altafur’. 

The author stated that the manufacturers have only recently 
warned about the reaction to be expected when alcohol is taken 
with altafur, but in fairness it should be stated that brochures 
and pamphlets containing this note of caution were sent to prac- 
titioners early in 1960. It is possible that the author of the letter 
overlooked this. Representatives have also drawn doctors’ attention 
to this possibility. 

Perhaps it is timely to mention again that alcohol should not 
be consumed during and for a week following treatment with 
altafur since, in some cases, an Antabuse-like reaction may follow, 
with dyspnoea and a constrictive feeling in the chest. 

Patients must, therefore, be cautioned in this regard to avoid 
the possibility of side reactions. 


W. E. Lloyd 
SKF Laboratories (Pty.) Limited Managing Director 
Isando 
Transvaal 


29 March 1961 
1, Correspondence (1961): S. Afr. Med. J. 35, 220. 
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